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Physicians play a major role in determining 
the Nation’s health care costs, and studies 
have shown that increased emphasis on train- 
ing them in cost-containment techniques can 
produce lower costs. GAO’s review showed 
that, although progress is being made--primar- 
ily by medical schools, residency programs, 
and professional groups--to increase emphasis 
on such training, more needs to be done by 
both the medical profession and the Federal 
Government to foster the teaching of cost- 
effective medicine. 
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UNITED STATES GENERAL ACCOUNTING OFFICE 

WASHINGTON, D.C. 20548 

HUMAN RESOURCES 
DIVISION 

H-206098 

The Honorable Richard S. Schweiker 
The Secretary of Health and 

Human Services 

Dear Mr. Secretary: 

This report discusses the status of physician cost-containment 
training in medical schools, residency programs, and continuing 
medical education programs. 

Studies have shown that lower medical care costs can be 
achieved through increased emphasis on cost-containment training. 
Our review showed that efforts are being made primarily by medical 
schools, residency programs, and medical professional groups to 
increase emphasis on such training. We believe that, to provide 
impetus to these efforts, your Department should monitor their 
progress and, on a carefully selected basis, provide funding for 
seminars at which medical school faculty and residency program 
directors can develop strategies, approaches, and methods for 
teaching cost-effective medicine. 

While we have not provided this report for your formal com- 
ments, we have discussed these matters with members of your staff. 

This report contains a recommendation to you on page 31. As 
you know, section 236 of the Legislative Reorganization Act of 1970 
requires the head of a Federal agency to submit a written statement 
on actions taken on our recommendations to the House Committee on 
Government Operations and the Senate Committee on Governmental Af- 
fairs not later than 60 days after the date of the report and to 
the House and Senate Committees on Appropriations with the agency's 
first request for appropriations made more than 60 days after the 
date of the report. 
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We are sending copies of this report to the Chairmen of the 
four above-mentioned Committees and the cognizant legislative 
committees. Copies are also being sent to the Director, Office 
of Management and Budget; several medical professional groups; and 
other interested parties. 

We appreciate the cooperation given our representatives during , 
this review and welcome the opportunity to discuss these matters 
further with you or your'staff. 

Sincerely yours, 

Director 



GENERAL ACCOUNTING OFFICE 
REPORT TO THE 
SECRETARY OF HEALTH AND 
HUMAN SERVICES 

PHYSICIAN COST-CONTAINMENT 
TRAINING CAN REDUCE MEDICAL 
COSTS 

DIGEST ------ 

The more than 400,000 practicing physicians 
are in a unique position to influence the 
Nation's multibillion-dollar health care 
costs. In addition to diagnosing illnesses 
and providing medical care to patients, physi- 
cians also serve as patients' advisors and 
purchasing agents for health care services 
that they do not provide themselves. In most 
cases, physicians determine who goes to the 
hospital, how long they stay, and what diag- 
nostic and treatment services they receive. 
Physicians exercise similar control over out- 
patient care, including prescriptions. In 
this decisionmaking role, physicians have 
wide latitude in determining the type and 
quantity of care patients receive and the 
settings in which they receive it. (See 
P* 1.1 

The physicians' collective decisions greatly 
affect the national demand for and utiliza- 
tion of medical resources. About 70 percent 
of the $278.5 billion expended in 1981 for 
health care was estimated to be directly in- 
fluenced, if not controlled, by the decisions 
of physicians. With such a large impact on 
health care costs, physicians can play a 
significant role in reducing these costs. 

WHY AND HOW GAO'S 
STUDY'WAS CONDUCTED 

The knowledge, skills, and attitudes acquired 
through educational experiences are principal 
determinants of the way physicians will prac- 
tice medicine throughout their careers. There- 
fore, GAO examined the extent to which physi- 
cians' initial and continuing educational and 
training experiences include elements of health 
care cost containment; i.e., methods and tech- 
niques for providing needed care at the lowest 
cost. 
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GAO’s objective was to determine (1) the extent 
to which physician education programs have in- 
cluded cost-containment/cost-effectiveness 
elements in their curricula and (2) the need 
for the Federal Government to encourage the 
inclusion of such elements in these programs. 
GAO's review included an extensive literature 
search for information related to (1) the ex- . 
tent of current physician cost-containment/ 
cost-effectiveness education and (2) the poten- 
tial effects such education can have on the 
way physicians practice medicine. 

Visits were made to 18 medical schools and 8 
residency programs that the literature listed 
as providing physician cost-containment/ 
cost-effectiveness education. GAO also sent 
questionnaires to the deans of all 126 medical 
schools and to the directors of a statistical 
sample of 404 of the 4,680 accredited res,idency 
programs. The questionnaires were designed to 
obtain a national perspective on the extent 
and nature of physician cost-containment/ 
cost-effectiveness education. Questionnaires 
were also sent to the sponsors of a statistical 
sample of 200 of more than 10,000 continuing 
medical education courses to determine to what 
extent practicing physicians are being offered 
the opportunity to receive education in cost- 
containment/cost-effectiveness techniques. 
(See p. 4.) 

COST-CONTAINMENT TRAINING 
PROGRAMS CAB BE EFFECTIVE 

Research studies have shown that physicians are 
often unaware of the cost of the medical services 
they order and that cost-containment training can 
result in their practicing more cost-effective 
medicine through shorter hospital stays, fewer 
laboratory tests, and less frequent followup 
visits. (See p. 6.) 

Medical educational and professional groups have 
recognized the importance of including cost- 
containment training in medical education pro- 
grams. For example, in May 1977, the deans of 
110 American medical schools issued a statement 
expressing concern over the high cost of health 
care and pledging their support for developing 
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cost-containment educational programs. Also, the 
American Medical Association in 1978 adopted a 
resolution recommending that '* * * the economics 
of care should be incorporated in courses as a 
part of professional training." (See p. 10.) 

COST-CONTAINMENT TRAINING 
PROGRAMS ARE INCREASING BUT 
VARY IN CONTENT AND EMPHASIS 

Seventy-seven percent (90) of the medical schools 
responding to GAO's questionnaire said that they 
were providing cost-containment training to med- 
ical students and that 9,930 (68 percent) of 
their 1981 graduates had received the training, 
compared to about 8,400 graduates in 1979. 
Fifty-five percent of the residency programs 
which responded to the questionnaire said that 
they were providing cost-containment training. 
Projecting the questionnaire results to the 
universe of over 4,600 residency programs, GAO 
estimates that about 2,154 programs are currently 
providing such training. (See p. 15.) 

The cost-containment training provided varies 
widely in approach, content, and emphasis. 
For example: 

--Fifty-nine percent of the medical schools teach- 
ing cost containment did so using an unstruc- 
tured program (addressed as the need arises); 
forty-one percent used a structured approach 
(planned in advance as part of the curriculum). 
(See p. 18.) 

--The number of hours of cost-containment train- 
ing ranges from 1 to 284 among medical schools 
and from 1 to 540 among residency programs. 
(See p. 21.) 

--Some medical schools teach cost containment from 
the standpoint of general economics surrounding 
medical practice and include instruction in such 
subjects as sources of health care funds, fac- 
tors influencing increases in costs, the role 
of health planning, and the nature of utiliza- 
tion review. Other schools have integrated cost- 
containment principles into medical practice 
courses in an attempt to make cost containment 
an integral part of medical practice--an approach 



favored by officials of national medical educa- 
tional and professional groups. 

Twenty-seven percent of the continuing medical 
education course coordinators and instructors who 
responded to GAO's questionnaire said that cost- 
containment elements were included in their 
courses. Projection of the questionnaire results 
indicated that about 2,195 such courses had 
provided cost-containment training and had 
enrolled about 90,600 physicians, residents, 
and medical students during the September 1979 
through December 1980 period. (See p. 17.) 

Although most medical schools reported they were 

providing cost-containment training, many stu- 
dents considered the amount of training inade- 
quate. Sixty-five percent of the respondents 
to the Association of American Medical Colleges' 
1981 annual student questionnaire expressed 
this view. (See p. 23.) 

FACTORS INFLUENCING 
ESTABLISHMENT OF COST- 
CONTAINMENT TRAINING 

Increasing interest in cost containment among 
medical school and residency program faculty 
and administrators is the principal impetus be- 
hind the trend toward greater cost-containment 
training for physicians. On the other hand, the 
lack of available curriculum time, trained in- 
structors, and training materials are major 
problems encountered. in establishing and operat- 
ing physician cost-containment training programs. 
(See p. 25.) 

According to some medical educators, the most 
effective cost-containment training is integrated 
into the teaching of medical practice during the 
clinical science phase of medical school and resi- 
dency instruction. The success of such training 
hinges on the efforts of medical schools and resi- 
dency program faculties. (See p. 27.) 

FEDERAL ROLE IN COST- 
CONTAINMENT TRAINING 

To date, the Federal role in supporting the de- 
velopment and implementation of cost-containment 
training has been limited to providing small 
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grants for (1) developing a seminar related to 
the Professional Standards Review Organization 
program and (2) preparing a textbook to be used 
in cost-containment training. (See p. 29.) 

CONCLUSIONS 

Physicians' knowledge of cost-containment 
principles has been demonstrated to be an im- 
portant element in the Nation's efforts to con- 
trol health care costs. Medical schools and 
residency programs have been leaders in efforts 
to increase physician sensitivity to cost effec- 
tiveness as an important aspect of medical prac- 
tice during physicians' formative years. These 
efforts, however, vary widely in approach, amount, 
and emphasis. 

The ultimate success, or lack thereof, of physi- 
cian cost-containment training depends largely on 
the commitment of faculty members to such training. 
GAO believes, however, that the Federal Government 
should monitor the medical profession's ongoing 
cost-containment training efforts and selectively 
fund conferences and seminars dealing with methods 
for teaching cost-effective medicine. 

RECOMMENDATIONS 

To provide impetus to the continued development 
and expansion of physician cost-containment train- 
ing as a strategy in reducing the growth of the 
Nation's health care costs, the Secretary of Health 
and Human Services should monitor the progress of 
the medical profession as it incorporates such 
training into educational curricula and, on a 
carefully selected basis, provide funding for 
seminars and conferences at which medical school 
faculty and residency program directors can develop 
and share strategies, approaches, and methods for 
teaching cost-effective medicine. 
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CHAPTER 1 

INTRODUCTION 

Since the mid-1960s, national health care costs have risen 
dramatically, far exceeding the rate of growth in the gross na- 
tional product. Health expenditures increased from $42.0 billion 
in 1965 (6.1 percent of the gross national product) to an esti- 
mated $278.5 billion in 1981 (9.7 percent of the gross national 
product). Recent Health Care Financing Administration projections 

*estimate that, without major changes in the structure or financing 
of the health care system, expenditures will continue to grow. 
The Health Care Financing Administration estimates, for example, 
that health.care expenditures will reach $821 billion by 1990 
(10.8 percent of the gross national product). 

Spurred primarily by the Medicare and Medicaid programs, the 
percentage of health expenditures coming from all governmental 
sources increased from 26 percent in 1965 to 43 percent in 1979, 
while the percentage from private sources decreased from 74 to 
57 percent. Medicare and Medicaid, which were established in 1965, 
drastically increased the Federal Government's role in financing 
health care costs. Federal health expenditures increased from 
$6 billion, 13 percent of all health care expenditures, in 1965 
to an estimated $61 billion, 29 percent of the national total, in 
1979. This share is expected to increase to an estimated 32 per- 
cent in 1990. 

The recipients of health care expenditures have changed as 
much as the sources of financing. In recent years, an increasing 
proportion of the health care dollar has gone for institutional 
(i.e., hospital and nursing home) care. Whe,reas hospitals con- 
sumed 33.2 percent of national health expenditures in 1965, they 
absorbed 40.2 percent in 1979. Nursing homes took 5.0 percent of 
the health care dollar in 1965 and 8.4 percent in 1979. The per- 
centage of health expenditures going to physicians has declined 
slightly in recent years-- from 20.3 percent of the health care 
dollar in 1965 to 19.1 percent in 1979. 

The changes in the recipients of health care expenditures 
reflect a growing role of institutions in the provision of health 
care. This growth stems from the greater use of acute care hos- 
pitals to provide both inpatient and outpatient care and increased 
institutional care for the Nation's elderly. 

PHYSICIANS' ROLE IN HEALTH 
CARE COSTS IS UNIQUE - -- 

The more than 400,000 practicing physicians occupy a unique 
position in the health care system. In addition to diagnosing 
illnesses and providing medical care and treatment to patients, 
physicians also serve as patients' advisors and purchasing agents 
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for health care services that they do not provide themselves. In 
most cases, physicians determine who goes to the hospital, how 
long they stay, and what diagnostic and treatment services they 
receive. Physicians exercise similar control over outpatient 
care, including prescriptions. Consequently, in this decision- 
making role, physicians have wide latitude in determining the 
type and quantity of care patients receive and the settings in 
which they receive it. Of necessity, patients rely on physicians 
for these and other medical decisions. 

The physicians' collective decisions significantly affect the 
national demand and utilization of medical resources. It has been 
estimated that 70 percent of all expenditures for health care are 
directly influenced, if not controlled, by the decisions of physi- 
cians. With such a large impact on health care costs, physicians 
can play a significant role in reducing health care costs. For 
example, physicians' decisions as to the setting in which care will 
be delivered (office, hospital, home, clinic, etc.), elective 
surgery, and the necessity of certain diagnostic tests can affect 
the cost of health care. 

Physicians can also use methods of providing health care that 
have longer term cost control implications. These include teach- 
ing patients to adopt healthier lifestyles, detecting and treating 
disorders before they become serious, and employing more cost- 
effective ways of delivering care, such as working in teams with 
other health professionals. 

THE MEDICAL EDUCATION PROCESS 

Medical education usually begins with 4 years of general 
college or university studies followed by 4 years in medical school. 
For graduates wishing to specialize, medical school is followed by 
several years of graduate medical education, generally in a hospi- 
tal. Physicians may receive subsequent medical education, commonly 
referred to as continuing medical education (CME), throughout their 
careers if they choose to do so. Some States, medical specialty 
groups r and medical societies require physicians to periodically 
obtain varying amounts of CME to retain their medical practice 
license or to remain as members of the groups. 

Medical schools' curricula are most often divided into two 
distinct phases --basic sciences and clinical sciences. The basic 
sciences phase, generally the first 2 years, consists principally 
of classroom-type education in basic medical courses--including 
human anatomy, biochemistry, microbiology, pathology, pharmacology, 
and physiology--supplemented, as necessary, by laboratory experi- 
ence. The clinical sciences phase, generally in the third and 
fourth years (although some schools may begin in the second year), 
gives students the opportunity to provide patient care under the 
supervision of physician instructors. Typically, the clinical 



phase consists of several clerkships of 1 to 3 months in specialty 
areas, such as internal medicine, obstetrics/gynecology, pedia- 
trics, psychiatry, and surgery. 

Graduate medical education, commonly called residency training, 
usually consists of 3 or more years of education as a house staff 
member in a teaching hospital. In this role, resident physicians 
teach medical students, provide care for patients, and further 
their own education in their specialty. The essentials for resi- 
dency program accreditation provide that residents' activities be 
carried out under the supervision of a staff of teaching physicians 
and emphasize the clinical application of medicine. Depending on 
the specialty involved, emphasis is placed on instruction at the 
bedside, in the operating room, and in the delivery room; on re- 
lated laboratory studies, demonstrations, and lectures; and on 
conferences and seminars. 

Individual States determine who will be trained to practice 
medicine within their borders. Virtually all States accept, as 
a part of the licensure process, the results of a three-part 
examination prepared by the National Board of Medical Examiners. 
Parts I and II of the examination are generally given to medical 
students or recent graduates. Part III is administered to physi- 
cians who have completed at least 6 months of residency training. 

Medical specialty boards certify physicians who have (1) com- 
pleted the required graduate medical education and (2) passed a 
certificate examination. Currently, there are 22 specialty boards. 

CME is made available to physicians to help them maintain the 
knowledge and skills used in the practice of medicine. Generally, 
courses are sponsored by medical schools or hospitals. The length, 
content, and teaching approach used vary substantially among CME 
courses. For example, course length ranges from a few hours to 
several days; content varies according to medical specialties; and 
teaching approaches include lectures, seminars, conferences, panel 
discussions, demonstrations, clinical rounds, and television or 
programed instruction. 

During the 1979-80 academic year, the 126 medical schools in 
the United States had an enrollment of 64,100 students and grad- 
uated 15,100 medical doctors. Additionally, there were 4,680 ac- 
credited residency (graduate) programs with about 64,500 filled 
positions. 

According to the American Medical Association (AMA) course 
list, during the period September 1979 through December 1980, 
about 10,200 CME courses were offered. The results of an AMA 
questionnaire showed that enrollment at CME courses totaled about 
460,000 during 1978-79. 
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OBJECTIVES, SCOPE, AND METHODOLOGY --. 

Physicians directly influence a large percentage of the 
Nation's health care costs. Because the knowledge, skills, and 
attitudes acquired through their educational experiences are prin- 
cipal determinants of the way physicians will practice medicine 
throughout their careers, we examined the extent to which their 
initial and continuing educational and training experiences include 
elements of health care cost containment. 

Our objective was to examine (1) the extent to which physi- 
cian education programs have included cost-containment/cost- 
effectiveness elements in their curricula and (2) the need for the 
Federal Government to encourage the inclusion of such training in 
these programs. l/ We initially focused our review on physicians' 
formal medical education--that is, medical school and residency 
training-- and later expanded our efforts to ascertain the extent 
of cost-containment elements in the numerous CME programs. 

At the outset of the review, which was conducted in accordance 
with GAO's "Standards for Audit of Governmental Organizations, Pro- 
grams, and Functions," we made an extensive literature search for 
information related to (1) the extent of current physician cost- 
containment/cost-effectiveness education and (2) the potential 
effects such education can have on the way physicians practice 
medicine. 

During our review, we visited 18 medical schools and 8 resi- 
dency programs that were indicated in the literature as providing 
physician cost-containment/cost-effectiveness education. The pur- 
pose of the visits was to obtain information on the history, con- 
tent, participation, format, and timing of such training. We also 
met with school residency officials and faculty responsible for 
developing and providing the training to medical students and/or 
physicians. 

In addition, we sent questionnaires to the deans of 126 medical 
schools and to the directors of a statistical sample of 404 of the 
4,680 accredited residency programs. 2/ The purpose of the ques- 
tionnaires was to obtain a broader national perspective on the 
extent and nature of physician cost-containment/cost-effectiveness 
education. Information on questionnaire methodology, response rates, 

&/For this report, we defined "cost-containment training" as 
"* * * education/training in the techniques for providing 
quality medical care at the lowest possible cost." 

/Because it would have substantially increased our sampling 
efforts, we did not include teaching programs for osteopathy 
in our questionnaire survey. 



and responses to selected questions is presented in appendixes I 
and II. We did not review the course content of each school or 
residency program which reported that it teaches cost containment. 

We also sent questionnaires to the sponsors of a statistical 
sample of 200 CME courses listed in the "Journal of the American 
Medical Association." The sample was selected from 10,211 non- 
duplicative courses offered between September L, 1979, and Decem- 
ber 31, 1980. The purpose of the questionnaire was to determine 
to what extent practicing physicians are being offered the oppor- 
tunity to receive education in cost-containment/cost-effectiveness 
techniques. Data on the questionnaire methodology, response rates, 
and projections are included in appendix III. 

We also met with representatives of AMA, the Association of 
American Medical Colleges (AAMC), the National Board of Medical 
Examiners, the Texas Medical Association, and the Department of 
Health and Human Services (HHS). The primary purpose of these 
meetings was to ascertain the likely effects of increased physician 
cost-containment/cost-effectiveness education and to identify their 
current efforts to promote such education. 

Because of its financial support for the establishment of 
physician cost-containment training programs, we performed work at 
the National Fund for Medical Education--an educational foundation 
funded by non-Federal organizations. Our work focused on the his- 
tory of physician cost-containment training and the fund's role 
in supporting the development and expansion of such training pro- 
grams. Our work primarily involved interviewing fund officials 
and reviewing grants awarded to medical schools and residency 
programs. 
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CHAPTER 2 

COST-CONTAINMENT TRAINING 

PROGRAMS CAN BE EFFECTIVE 

Research studies have shown that physicians are often unaware 
of the economic impact of the medical decisions they make. Studies 
have also shown that cost-containment training can result in physi- 
cians practicing more cost-effective medicine and, thus, lower 
medical costs. Such studies have documented reduced lengths of 
hospital stays, reduced number of laboratory tests, and reduced 
frequency of patient followup visits as results of physician cost- 
containment training programs. 

#Medical educational and professional groups have recognized the 
importance of including cost-containment training in medical educa- 
tion programs, For example, AMA in 1978 adopted a resolution recom- 
mending that "* * * the economics of care should be incorporated in 
courses as a part of professional training." Additionally, the 
National Fund for Medical Education has provided over $2 million 
to support the development and implementation of physician cost- 
containment training. 

In response to a 1978 AAMC survey, only 18 percent of the 
Nation's medical schools reported that their curricula included an 
identifiable cost-containment program. Using somewhat different 
criteria, the Liasion Committee on Medical Education found in a 
1981 survey that 81 percent of the schools had incorporated cost 
containment into their curricula. A 1979 AAMC survey of teaching 
hospitals reported that 13 percent of the respondents had active 
cost-containment programs in their residency training programs. 

STUDIES SHOW PHYSICIANS LACK 
AWARENESS OF MEDICAL CARE COSTS 

Studies dating back to the late 1960s have shown that physi- 
cians were often unaware of the economic effects of the decisions 
they make. For example, a study A/ conducted at the University of 
Rochester showed that, during 1966-69, the number of tests ordered 
for patients hospitalized for a diabetic condition increased 
27 percent. Information obtained from physicians during the study 
indicated that they were unaware of the economic impact of the 
increased number of tests. The researcher concluded that the 
physicians studied tended to order excessive laboratory tests 
routinely as part of general patient workups and that patterns of 
laboratory use bore little relationship to individual patients' 
needs. 



A 1974 study 2/ at the Medical College of Ohio sought to 
determine whether medical students, residents, and medical school 
faculty were aware of the costs of laboratory tests. Participants 
were asked to estimate the cost of 31 frequently used diagnostic 
laboratory tests. Study results showed that only 35 percent of the 
responses indicated a "good" knowledge of the tests' costs. Of the 
65 percent "poor" knowledge responses, most underestimated costs. 
The study authors concluded that "Given the data of this report 
that physicians and student physicians have a limited knowledge of 
the costs of laboratory test * * * we recommend th.at physicians 
should be better informed of the cost of diagnostic tests." 

The results of a study reported in the January 1978 "Journal 
of Family Practice" 3/ showed that physicians in a New Jersey 
hospital correctly identified the cost of less than 50 percent of 
20 diagnostic and therapeutic medical procedures. The study con- 
cluded that the average physician has an unacceptable knowledge of 
the hospital costs being charged patients. 

An additional study 4/ on physicians' cost awareness was 
carried out during 1977 aEd 1978 at Jackson Memorial Hospital, 
Miami, Florida (affiliated with the University of Miami School of 
Medicine). The study was designed to identify the extent to which 
medical students, residents, and faculty were aware of the hospi- 
tal's charges for 17 commonly ordered tests, procedures, and serv- 
ices. Most physicians underestimated the charges for the selected 
procedures and services. The researchers again concluded that 
physicians are generally unfamiliar with the cost of items they 
order for patients. 

RESEARCH SHOWS PHYSICIAN 
COST-CONTAINMENT EDUCATION 
CAN REDUCE MEDICAL COSTS 

Since 1970, several researchers have demonstrated that 
physician cost-containment education can alter physicians' behavior 
and can lower medical care costs without reducing the quality of 
care provided. Research efforts were conducted at medical schools 
and hospitals and involved medical students and residents. The 
studies assessed the impact of one or more educational interven- 
tions on the use and cost of medical resources, such as laboratory 
tests, hospital admissions, and/or hospital lengths of stay. Most 
of the studies we reviewed showed reduced use of medical services 
and/or cost reductions, while a few showed only minor improvements 
or were not conclusive. 

Eight of 11 studies we reviewed assessed the impact of educa- 
tional efforts on laboratory use. The researchers used one or more 
of several educational interventions, ranging from formal class- 
room approaches to informal clinical approaches. Six of the eight 
studies documented laboratory use reductions, one showed only a 
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short-term reduction, and one showed a,statistically insignificant 
increase in laboratory use after educational intervention. 

In the six studies, researchers documented significant reduc- 
tions in medical costs and/or the amounts of medical services pro- 
vided. For example, Martin, et al. -- (1980), / reported reductions 
of 29 to 47 percent in the number of laboratory tests ordered by 
first year residents. This study used three groups of residents 
in a teaching hospital and two methods to identify the effects of 
the interventions on test ordering habits. One group of residents 
was subjected to patient chart review by medical school faculty 
and test use discussions, and one group was provided moderate 
financial incentives for reducing the number of tests. The third 
group was used as a control. 

During the l-year study, the researchers found that instruc- 
tion in test costs, strategies, and overuse significantly reduced 
the number of laboratory tests ordered during the test period by 
all three groups. The reductions ranged from 29 percent for the 
financial incentive group to 47 percent for the group subjected to 
chart reviews-- an average reduction of $455 per hospitalization. 
The researchers also found that the ordering habits of the group 
subjected to chart review continued to improve after intervention, 
whereas the habits of the other two groups approached prestudy 
levels. The researchers concluded that chart review appears to 
be an effective educational tool for modifying physician behavior 
regarding the ordering of tests. 

In another study, Eisenberg 2/ found that, while physician 
education programs reduced the use of laboratory tests, the 
effects need to be periodically reinforced. The researcher con- 
ducted a 6-week educational program on the clinical use of a 
specific laboratory test and, during the following 6-month period, 
found that use of the test had declined by 32 percent. However, 
after 18 months, the test usage had returned to the preprogram 
level. He concluded that repeated education or incentives may be 
necessary for long-term success of educational programs designed 
to modify clinical behavior. 

Another study by Eisenberg, et al. -- (19771, z/ used a computer 
audit technique to identify overuse of labortory tests. Re- 
searchers notified individual physicians about their overuse of 
selected tests with the expectation that the data and notification 
would reduce overutilization. However, no significant change 
occurred, and the study concluded that education unsupported by 
incentives for change may be unsuccessful. 

Two studies addressed the impact of specific educational 
efforts on hospital lengths.of stay. Lyle f et al. (19791, g/ -- 
reported a 21-percent decrease in the average lengths of stay 
of general medicine service patients as a result of a cost- 
containment program instituted at Charlotte Memorial Hospital in 
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1975. The study assessed the impact of the cost-containment 
program on inpatient costs generated by 75 residents over a 
3-l/2-year period. 

Over the study period, attending physicians reviewed cost data 
on 2,425 inpatients and discussed with their residents the cost 
implications of the patients, diagnostic and treatment regimens. 
The study showed that the average length of stay decreased from 
9.9 to 7.8 days (or 21 percent) for the hospital's general medicine 
service. Researchers concluded that, in a teaching setting, im- 
provements in practice habits and reductions in costs can occur 
through appropriate cost-containment training. They further con- 
cluded that teaching physicians to evaluate costs and benefits of 
individual medical actions early in their development may prevent 
them from developing costly medical practice habits. 

Similar results were reported by Mitchell, et al., in 1975. z/ 
Through peer review, 

-- 
the investigators found that the lengths of 

postoperative stay for gall bladder surgery patients varied sig- 
nificantly among five surgeons. In the review process, investiga- 
tors used criteria agreed upon by physicians who compared their 
own records to the criteria. 

After the results were presented to the surgery department, 
physician behaviors changed. Average postoperative stays of 
2 surgeons' patients decreased from 7.32 to 6.33 days and from 
6.71 to 6.07 days, respectively. 

Another study we reviewed more broadly addressed physicians' 
management of patients. This study reported decreases in the cost 
of medical care from the use of a system designed to enhance phy- 
sician management skills to provide high-quality care at reason- 
able costs. According to Tufo, et al., -m lO/ and ll/ during a S-year 
test period at a University of Vermont c=nic: - 

--Hospital use declined by 63 percent. 

--Per-patient ambulatory visits to the clinic decreased by 
24 percent , primarily because of decreases in frequencies 
of followup visits. 

--Expenditures by patients decreased 19 percent, primarily 
because of decreased laboratory use and reduced hospitali- 
zation. 

The approach used in the study, known as the problem-oriented 
system, provided for applying basic management principles to 
medical practice. The system required physicians to define medical 
care goals, set standards, compare performance to the standards, 
and assess results. The system emphasized to physicians that 
high-quality, reasonable cost care can best be provided by defin- 
ing desired outcomes and then designing a specific medically sound 
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plan for achieving the outcomes. Periodic feedback was used as a 
tool to educate physicians on needed changes in medical practice. 
The study concluded that physician practice behavior can be changed 
and that high-quality, lower cost medical care can result. 

MEDICAL ORGANIZATIONS RECOGNIZE NEED 
FOR PHYSICIAN COST-CONTAINMENT TRAINING 

In recent years, the health care industry has generally recog- 
nized that medical education institutions need to include physician 
cost-containment training as part of their medical curricula. 
National and State medical organizations and associations, along 
with private foundations and health insurance companies, have en- 
couraged and financed the development and implementation of such 
cost training. These groups have recognized the positive potential 
in educating physicians to become.more cost-conscious users of 
medical services and to more carefully select care settings. 

Since 1976, the National Fund for Medical Education's first 
priority has been to support physician cost-containment educational 
programs. According to the Fund president, before 1975, few 
medical schools and CME programs included courses to teach physi- 
cians about the economic impact of their clinical decisions. 
Further, the Fund views CME courses for practicing physicians as 
important influences that can produce almost immediate financial 
impact since the physicians, practice habits are directing the 
flow of medical expenditures. 

Since 1976, the Fund has given high priority to providing 
financial support to medical schools, residency programs, and CME 
courses for developing and implementing physician cost-containment 
training programs. During the 4-year period 1977-80, the Fund 
awarded 51 grants totaling more than $2.4 million to medical 
schools, residency programs, and CME course sponsors in support of 
their efforts to teach physicians the prudent use of health 
resources. 

Several Blue Cross/Blue Shield plans have provided funds to 
medical schools and residency programs to help develop and 
evaluate cost-containment training programs. For example, in 
1978, Blue Cross of Greater Philadelphia awarded about $260,000 
to the General Medicine Section, Hospital of the University of 
Pennsylvania, to fund a follow-on Eisenberg study (see p. 8) 
dealing with the detection and correction of overuse of laboratory 
tests. 

Also, Blue Cross/Blue Shield of Columbus, Georgia, awarded a 
2-year $100,000 grant to the University of Georgia to develop and 
evaluate a cost-containment training program for medical students 
and residents. The 1980-81 project was designed to train partici- 
pants in the proper use of medical resources by emphasizing the use 
of medical logic and sound medical judgment. Other Blue Cross/ 
Blue Shield plans have funded similar projects. 
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In May 1977, the deans of 110 American medical schools issued 
a statement expressing concern over the high cost of health care and 
pledging their support for developing cost-containment educational 
programs. In part, their statement said: 

I'* * * Because of the key role played by doctors in 
determining many of the costs of care, we believe 
the Nation's health care system can be made cost 
conscious without compromising the quality of care 
delivered. 

"We believe all physicians must become knowledge- 
able about the fiscal aspects of health policy and 
sensitive to the economic consequences of their 
professional decisions. * * * 

"If we make these young physicians responsive to 
the economic as well as medical challenges of our 
times, we believe it will be a major step in the 
evolution of a health care system that is the best 
in the world but still one the nation can afford. 
We are therefore determined to develop educational 
programs that will alert our students to these issues." 

The National Commission on the Cost of Medical Care 1976-1977, 
established by the AMA Board of Trustees, made a comprehensive study 
addressing the problem of escalating health care costs. The study 
concluded that there was an urgent need to strengthen cost con- 
sciousness as a means of restraining health care cost increases. 
The Commission recognized that health care providers were generally 
not as aware as they should be of costs and alternative treatment 
settings. It also recognized that, since physicians are the prin- 
cipal decisionmakers in treating a patient's medical condition, 
their role is critical in determining the cost of health care. 
'Believing that certain changes were needed in physician education 
and training to foster acceptance of cost-effective clinical 
decisionmaking, the Commission made the following recommendation: 

"Recommendation 38: Curricula on Economics of Health Care 
A. Medical, dental, and osteopathic schools should 
develop curricula designed to expose students to the 
economics of the care they deliver, the nature of 
resource scarcity, and a variety of health care 
settings. 
B. With the sponsorship of appropriate professional 
societies, and with the use of a good textbook, the 
economics of care should be incorporated in courses 
as a part of proEessiona1 training. The material 
should be mandatory and subject to examination." 
(Underscore provided.) 

11 

. . . 
y., 



In June 1978 the AMA House of Delegates formally adopted the rec- 
ommendation but qualified it as follows: Ir* * * the material on 
the economics of health care should be integrated into all classes 
rather than conducted as special courses in economics." 

Physician specialty organizations have also endorsed the edu- 
cational approach to cost containment. For example, as part of 
the medical profession's voluntary effort to reduce health care 
costs, the College of American Pathologists, in August 1978, 
pointed out that past training in the use of laboratory services 
emphasized the scope and completeness of patients, examinations 
and testing. Recognizing that now there is a need for training 
programs to explore with physicians and medical students the ap- 
propriate use and cost implications of laboratory services, the 
College recommended that all hospitals establish CME programs to 
provide such training. 

MEDICAL PROFESSION SURVEYS OF 
MEDICAL SCHOOL AND RESIDENCY 
COST-CONTAINMENT TRAINING 

In recent years, groups within the medical profession have made 
surveys to determine to what extent medical schools and residency 
programs have incorporated into their curricula issues dealing with 
medical costs and the physicians' role in controlling their costs. 

In July 1978 AAMC conducted a questionnaire survey of 119 U.S. 
medical schools to determine the extent of medical school activity 
in "instructing future health care practitioners in cost-containment 
strategies.' Specifically, the questionnaire asked the medical 
schools, deans: 

"Does your medical school have an identifiable program 
specifically designed to teach health care cost 
containment?,' 

Of the 119 schools responding, 21 (18 percent) had fully im- 
plemented programs and 2 had partially implemented programs. Most 
of the programs were relatively new. Of the 23 operating programs, 
20 had been in operation for 5 years or less--confirming that, 
until recently, few medical schools had included cost-containment 
training in their curricula. 

Each year, the Liaison Committee on Medical Education surveys 
medical schools to obtain information on financing, enrollment, 
curriculum, and other facets of their programs. The 1980-81 
questionnaire, which was returned in June 1981, requested informa- 
tion on whether the schools were providing instruction in health 
care cost containment. Of the 126 schools, 102 (81 percent) re- 
ported that cost-containment training had been incorporated into 
their curricula. The survey found that the medical schools were 
using various approaches and methods for teaching cost containment. 
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For example, 12 schools said they had required courses, while 18 
provided only electives. Seventy-two schools integrated the 
subject into their general curricula. 

Before our study, only one attempt had been made to ascertain 
the extent of organized cost-containment educational programs in 
teaching hospitals' residency programs. That effort, made by AAMC 
in March 1979, surveyed more than 400 hospitals that are members 
of its Council of Teaching Hospitals. According to AAMC's Depart- 
ment Director of Teaching Hospitals, 40,775 (72 percent) of the 
56,350 residents in training during 1979 were affiliated with 
hospitals that were Council members. 

The AAMC questionnaire asked hospital officials: 

"Does the hospital sponsor or participate in an identifi- 
able educational program for hospital cost containment?" 

Of the 201 respondents, 26 (13 percent) said they had active cost- 
containment programs targeted to their resident physicians. As 
with the medical school programs, the hospitals indicated that 
87 percent of the programs had been operating for 5 years or less. 
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CHAPTER 3 

COST-CONTAINMENT TRAINING PROGRAMS 

ARE INCREASING BUT VARY IN 

CONTENT AND EMPHASIS 

Increasingly, medical schools and residency programs are pro- 
viding cost-containment training as part of physicians' medical 
education. In addition, 27 percent of the CME courses offered 
during late 1979 and throughout 1980 devoted some time to such 
training. 

The training provided, however, varies widely as to approach, 
content, and emphasis. For example, some medical schools approach 
cost containment from the standpoint of the general economics sur- 
rounding medical practice and include instruction in such subjects 
as sources of health care funds, factors influencing cost in- 
creases, the role of health planning, and the nature of utiliza- 
tion review. Other schools have integrated cost-containment prin- 
ciples into medical practice courses in an attempt to make cost 
containment an integral part of medical practice. 

INCREASED EFFORTS TO PROVIDE 
COST-CONTAINMENT TRAINING 

Since the initial medical profession surveys to determine the 
extent to which medical schools and residency programs were pro- 
viding cost-containment training (see p. 121, the number of schools 
and programs that include cost containment as part of their in- 
structional activities has grown substantially. Further, our 1981 
survey showed that about 27 percent of the more than 10,000 CME 
courses offered from late 1979 through 1980 included cost- 
containment elements in their courses of instruction. 

In our December 1980 survey of medical schools and residency 
programs, we asked program officials: 

"Does your medical school (or residency program) 
currently provide cost-containment training to 
undergraduate medical students (or residents)?" 

We categorized the types of education/training we considered 
as cost-containment training as follows: 

"A cost-containment education program can be carried 
out by using training activities such as 
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(1) courses, 

(2) clerkships, rotations, and A/ 

(3) special features (seminars, symposia, workshops, 
lecture series, etc.). 

These activities may be designed solely for the purpose 
of cost-containment training (e.g., a course in cost- 
containment techniques) or may be devoted only in part 
to cost-containment training (e.g., a single session 
devoted to cost containment in a course or series of 
management conferences). The content of the activities 
may be planned (e.g., following a syllabus in a course) 
or not planned, (e.g., discussions during ward rounds)." 

We received usable responses from 117 (93 percent) of the 
126 medical schools and 348 (86 percent) of the 404 sampled 
residency programs (see apps. I and II). 

Seventy-seven percent (90) of the 117 medical schools respond- 
ing to our questionnaire said that they were providing cost- 
containment training to medical students and that about 9,900 
(68 percent) of the 1981 graduates of these schools had received 
the training, compared to about 8,400 (60 percent) of the 1979 
graduates (see app. I). 

Fifty-five percent of the residency programs responding to 
our questionnaire said that they were providing cost-containment 
training. Projecting the questionnaire results to the adjusted 
universe of 3,915 residency programs, we estimate that about 
2,154 programs are providing such training. As shown in the fol- 
lowing table, the results of our questionnaire survey also showed 
that an estimated 10,367 (61 percent) of the residents who com- 
pleted or terminated their residencies in 1981 had received some 
cost-containment training-- a slight increase over the number of 
residents receiving such training in the 2 previous years (see 
app. II). 

&/In the questionnaires we sent to residency program officials, 
we substituted "routine clinical training (grand rounds, pa- 
tient management conferences, etc.)," which are specific ' 
activities of residency programs. 
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Estimated Number of Physicians 
Who Received Cost-Containment Training 

in Residency Programs 

Questionnaire result-- Projections of total 
percent of residents number crf residents 

School who received cost- who received cost- 
year containment training containment training 

1978-79 56.9 8,896 
1979-80 59.8 9,892 
1980-81 

(estimated) 61.0 10,367 

In March 1981, we surveyed a statistically selected sample of 
200 of the more than 10,000 CME courses lJ offered between Septem- 
ber 1979 and December 1980. Twenty-seven percent of the course 
coordinators and instructors who responded to our questionnaire 
said that cost-containment elements were included in their courses. 
Projecting the questionnaire results, we estimate that about 
2,195 CME courses providing cost-containment training had enrolled 
about 90,600 physicians, residents, and medical students during 
the September 1979 through December 1980 period (see app. III). 

The outlook for physician cost-containment training is encour- 
aging. For example, officials of 8 medical schools and 28 res- 
idency programs indicated that they are planning to begin cost- 
containment training in the near future, generally within the next 
2 years. Overwhelmingly, the medical schools and residency pro- 
grams that teach cost containment indicated that it has become a 
permanent part of the curriculum--a further indication of the 
future prospects of cost-containment training. For example, of the 
90 schools providing such training, officials at 82 (90 percent) 
of them indicated that at least one of the activities incorporat- 
ing this training was considered a permanent part of the cur- 
riculum. Further, of the about 2,154 residency programs with cost- 
containment training responding to our questionnaire, we project 
that 1,888 programs had at least one activity that was a permanent 
part of the training program (see apps. I and II). 

Of CME questionnaire respondents that said they were not 
teaching cost containment, 6 percent said there were plans to add 
such training to future versions of the course. Projecting these 
results, we estimate that cost containment will be added to about 
360 courses. 

J/CME courses are sponsored by medical schools, hospitals, and 
other groups to provide education or training to maintain, de- 
velop, or increase the knowledge, proficiencies, and skills 
used by physicians in providing services needed by the public 
or patients. 
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APPROACH TO AND EMPHASIS ON 
COST CONTAINMENT VARY WIDELY 
AE#)NG MEDICAL SCHOOLS AND 
RESIDENCY PROGRAMS 

Medical schools and residency programs have taken vastly dif- 
ferent approaches and devote substantially different amounts of 
time to teaching the concepts, principles, and practices of medical 
cost containment. While the most notable differences were among 
the medical schools, several areas of significant variation also 
occurred among the residency programs. 

Structured versus 
unstructured approaches 

We asked medical school deans and residency program officials 
whether their cost-containment programs were structured, identifi- 
able, and planned. 

Fifty-nine percent (53) of the 90 medical schools A/ teaching 
cost containment indicated that their programs were unstructured 
and provided cost containment when the opportunity arose. The 
other 41 percent (37 schools) reported'that their programs included 
cost containment as a planned activity. Schools with unstructured 
programs rely heavily on faculty members to determine when the 
training is appropriate, how much instruction is needed, and what 
the content of the training will be (see app. I). 

Ninety percent of the residency program officials responding 
to this question indicated that their programs were unstructured 
and taught cost containment as the need or situation dictates. 
Thus, only 10 percent of the residency programs approach cost 
containment as a preplanned activity. Based on these data, we 
estimate that 1,888 residency programs teach cost containment in 
an unstructured format and 208 use a structured approach (see 
app. II). 

Activities in which cost- 
containment instruction 
is nrovided 

We asked medical school and residency program officials 
whether the cost-containment training was provided in a course, 
in a special feature of the program (i.e., seminar, symposium, 
workshop, or lecture series), in a clinical setting! or in a com- 
bination of these activities. 

A/me school indicated it had a cost-containment program but 
provided no information on program characteristics. 
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Medical schools employed a wide range of activities to present 
cost containment. Combinations of courses and clerkships were the 
most frequently used activity (33 percent). Individual courses 
(20 percent); clerkships (11 percent); and combinations of courses, 
clerkships, and special features (18 percent) were used by a sub- 
stantial number of schools (see app. I). 

Overwhelmingly, residency program officials reported that cost 
containment is taught in only the clinical (hospital) setting. 
Based on our questionnaire , we estimate that 1,470 residency pro- 
grams teach cost containment in the clinical setting, which is 
consistent with the location of most residency training (see 
app. II). 

Instructional methods 

Within each activity, medical schools and residency programs 
conduct cost-containment training through various instructional 
methods, such as lectures, case studies, chart audits, management 
conferences, and discussion groups. Two instructional methods used 
by most medical schools were classroom lectures (used by 78 schools) 
and discussion groups (used by 76 schools). The next most popular 
methods medical schools used to teach physician cost containment 
were ward rounds and case studies, each used by 50 schools. Other 
commonly used instructional techniques included inpatient chart 
audits (41 schools), grand rounds A/ (36 schools), ambulatory chart 
audits (35 schools), and management conferences (30 schools) (see 
app. I). 

As with the medical schools, most residency programs used lec- 
ture and discussion groups. Other widely used methods included 
ward rounds, clinical-pathologic conferences, and grand rounds. 

Subject area emphasis 

Both medical schools and residency programs with cost-contain- 
ment training are emphasizing the physicians' role in generating 
costs and their responsibility for cost containment. Beyond this 
area, however, there was wide diversity among the schools and pro- 
grams in the areas of emphasis. 

&/A teaching technique in which a senior physician conducts pa- 
tient rounds to expose staff to a variety of diseases, ill- 
nesses, and treatments within a selected medical service. 
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Our survey results showed that major emphasis is given to 
the role of the ,physician. A/ For example, 71 percent of the 
schools and 75 percent of the residency programs placed major 
emphasis on the "role and responsibility of physicians for cost 
containment." 

Two other subject areas relating to the physicians' roles as 
cost generators and cost controllers were rated as areas of major 
emphasis by at least 63 percent of the respondents. Only two other . 
subjects--benefits/costs of diagnostic tests and familiarization 
with the costs of diagnostic tests-- were indicated as receiving 
major emphasis by about 60 or more percent of the respondents. 
(See apps. I and II.) 

Our survey results also indicated that, except for the five 
areas discussed above, there is a wide variation in schools' and 
programs' subject area emphasis and a distinct lack of consensus 
among the educators regarding the appropriate content of cost- 
containment programs. This lack of consensus is further shown by 
the substantial variance among medical schools and residency pro- 
grams in the emphasis they placed on about one-third of the sub- 
ject areas we listed. For example, about half the medical schools 
placed a major emphasis on the appropriate use and cost of X-rays, 
while the other schools placed only moderate to little or no em- 
phasis on this subject. Similarly, 46 percent of the residency 
programs placed major emphasis on providing training in the most 
appropriate setting for treating patients, while 54 percent placed 
only moderate to little or no emphasis in this area (see apps. I 
and II). 

Similarly, the focus of cost-containment training appears to 
be taking Lwo distinct courses. Some medical schools and res- 
idency programs focus on the general economics of health care, 
while others focus on specific actions physicians may take, the 
economic impact of these actions, and methods for achieving de- 
sired results in the most cost-effective manner. The latter focus 
is intended to establish cost awareness as an integral element in 
the day-to-day medical decisions physicians make. 

&/The questionnaire asked respondents to indicate the amount of 
emphasis placed on certain subject areas during cost- 
containment training. The possible responses were little 
or no emphasis, some emphasis, moderate emphasis, substantial 
emphasis, and great emphasis. For reporting purposes, however, 
we considered any response of substantial or great emphasis 
as receiving major emphasis. 



Extent of physician 
cost-containment training 

The deans of 61 schools estimated the number of hours their 
medical students were exposed to .cost-containment training. The 
number of contact hours offered ranged from 1 to 284, with 
66 percent of the schools offering 20 or fewer hours. Eight 
percent of the schools offered more than 100 hours (see app. I). 

Officials at 57 of the residency programs estimated the number 
of contact hours the residents were exposed to cost-containment 
training. The estimates of contact hours offered ranged from 
1 to 540 hours. Fifty percent of the respondents said they offered 
20 or fewer hours of cost-containment training, while about 28 per- 
cent offered more than 70 hours. 

Officials of the remaining schools and programs with cost- 
containment training indicated that they could not estimate the 
number of contact hours medical students were exposed to cost 
containment. In responding to our questionnaire, the deans in- 
dicated that (1) the training is too well integrated into the 
curriculum to estimate the time devoted to instruction or (2) the 
time devoted depends on the interests of the faculty members or 
students. . 

The overwhelming majority of the medical schools and residency 
programs with cost-containment training require all students or 
resident physicians to receive such instruction. Of the schools 
and programs that teach cost containment, 88 percent and 87 per- 
cent, respectively, reported that all students or residents are 
required to attend. 

Visits to medical schools 
confirm wide variations in 
emphasis, methods, and focus 

The information we received in response to our medical school 
questionnaire confirmed the results of our visits to 18 medical 
schools, which indicated the approaches to and extent of cost- 
containment training varied widely. 

For example, at one Midwestern school, the program for teach- 
ing physician cost containment is structured and required for each 
medical student. The training is planned in advance and formally 
presented to the students in both the basic and clinical sciences 
phases of initial training. 

The students' first exposure to cost-containment training is 
through a course entitled "Introduction to Cost Effective Clinical 
Methods." This course, which is required for second year medical 
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students, entails about 65 contact hours which address cost- 
effective approaches to providing patient care, such as: 

--Defining desired patient medical results or treatment 
outcomes. 

--Using scientific methods I/ for gathering patient history 
data, and examining and treating patients. 

--Considering costs in terms of physician and patient time, 
the risks of diagnostic studies, and charges for physician 
and other medical services. 

--Fostering patient health education. 

The second point of required cost-containment education occurs 
in the students' fourth year of medical school and is integrated 
into the clinical clerkship setting, 
to treat specific medical problems. 

where protocols 2/ are used 
Through the protocols, stu- 

dents are trained to deliver high-quality care at the most reason- 
able cost. The protocols'allow supervising physicians to intervene 
during patient encounters and correct the variances between protocol 
requirements and the student's intended treatment. Consequently, 
the students are provided immediate educational feedback, and pa- 
tients are assured of both high-quality and cost-effective care. 
According to program officials, the use of protocols as an insti- 
tutional and practical tool reinforces the use of the scientific 
method emphasized during the first encounter with cost-containment 
training. 

In contrast, a Northeastern school has taken a different, more 
general approach to cost-containment training. During the first 
year, students receive an estimated 3 contact hours of cost- 
containment instruction as part of a course entitled "System of 
Health Care." Students receive instruction in the broad issue 
of cost containment. Selected course topics include Paying for 
Health Care, Facilities for Health Care, Medical Politics, Interest 
Groups, and National Health Care Policy and Forms of Medical Prac- 
tice. 

A/Methods which involve the scientific pursuit of knowledge, in- 
cluding problem statement, data collection, hypothesis formula- 
tion, and hypothesis testing. 

2/Protocols are validated standards of care that specify medical 
procedures to be used throughout all phases of patient care, 
such as history taking , physician examination, diagnostic test- 
ing, and treatment regimen. 
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School officials explained that students receive further ex- 
posure to cost containment during their fourth year rotating clerk- 
ships. This instruction is provided by two instructors who have a 
personal interest in cost containment and informally include cost- 
containment topics in their courses. The future of cost-containment 
training at this school appeared to be somewhat uncertain since 
one of the instructors was planning to leave. 

Medical students report time devoted 
to cost containment is inadequate 

Although most medical schools reported they were providing 
cost-containment training (see p. 16), many students considered 
the training to be inadequate. 

Annually, AAMC asks graduating medical school students to 
complete a questionnaire assessing their medical education. The 
questionnaire results are reported to the schools for their use 
in planning program changes. 

Among other things, the questionnaire asked the 1981 graduat- 
ing students to indicate whether the time devoted to medical care 
cost control was excessive, appropriate, or inadequate. Almost 
two-thirds of the respondents said that the amount of time devoted 
to such training was inadequate, as shown in the following table. 

Adequacy of Time Devoted 
to Medical Care Cost Control 

Number of 
students Percent 

Inadequate 6,937 65 
Appropriate 3,591 34 
Excessive 128 1 -- 

10,656 --- 

An example of students, views regarding the emphasis placed on 
cost-containment training was shown by student evaluations of a 
health-economics seminar held at one of the medical schools we 
visited. As part of the school's efforts to increase cost- 
containment awareness and to emphasize the significance of the 
medical cost issue, the school held a l-day seminar for senior 
medical students. At its conclusion, the students were asked to 
evaluate the seminar. Their comments indicated that the amount 
of cost-containment training at the school was inadequate. The 
students suggested expanding the educational content of the 
seminar by including more instruction about what physicians can 
do to promote self-regulation and control costs. The students 
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further suggested that, among other things, more emphasis be 
given to management of individual medical cases and cost-benefit 
analysis of hospital and laboratory procedures and tests. 

APPROACH TO AND EMPHASIS ON 
COST CONTAINMENT VARY 
AMDNG CME COURSES 

As with the medical school and residency programs, we found 
major differences in the approach and emphasis given to cost 
containment in CME courses. 

Structured versus 
unstructured approaches 

Sixty-seven percent of the 43 CME courses with cost contain- 
ment reported that an unstructured approach is used--that is, the 
topic of cost containment is not planned in advance but is 
addressed as the need arises. The other 33 percent said cost 
containment is addressed as a planned activity. Based on this 
data, we estimate that 1,481 programs use the unstructured ap- 
proach and 715 use the structured approach (see app. III). 

Instructional methods 

CME course officials reported lecture and discussion groups 
as the most frequently used instructional methods. We estimate 
that 1,889 and 1,379 CME courses use lecture and discussion groups, 
respectively. Other methods were also used in many courses. For 
example, audiovisual presentations were used by an estimated 1,021 
courses, and case studies were used by an estimated 715 (see 
app. III). 

Subject area emphasis 

Our questionnaire results show that the CME cost-containment 
courses have a slightly different emphasis than the medical school 
and residency courses. Although the physician's role in controll- 
ing costs was emphasized, so were several other topics that appear 
to have greater applicability to practicing physicians. These 
topics include the relationship of quality and costs, criteria for 
selecting the most appropriate level of hospital care, benefits/ 
costs of diagnostic tests, benefits/costs of drugs, appropriate 
use and cost of x-rays, and techniques for medical audit and 
utilization review (see app. III). 



CHAPTER 4 

FACULTY AND ADMINISTRATOR INTEREST 

LEADING TO INCREASED COST-CONTAINMENT 

TRAINING--BUT BARRIERS REMAIN 

Increasing interest in cost containment among medical school 
and residency program faculty and administrators is the principal 
impetus behind the trend toward greater cost-containment t,raining 
for physicians. On the other hand, the lack of available cur- 
riculum time, the lack of trained instructors, and the lack of 
training materials are major problems encountered in establishing 
and operating physician cost-containment training programs. 

According to the medical educators we talked with, to be most 
effective, cost-containment training must be integrated into the 
teaching of medical practice during the clinical science phase of 
medical school and residency training. They noted that the success 
of such training hinges on the efforts of medical schools and 
residency program faculties. 

FACTORS INFLUENCING ESTABLISHMENT OF 
COST-CONTAINMENT TRAINING PROGRAMS 

The interest among medical school and residency program staff 
members and administrators was the most frequently given reason 
for establishing cost-containment training programs. Using a list 
of nine factors, we asked medical school and residency program 
officials to indicate the extent to which each factor influenced 
the decision to start such a training program. The officials in- 
dicated that the major l/ factor was the "interest of one or a few 
medical school (or residency program) staff members." To illus- 
trate, 70 percent of the medical schools and 47 percent of the 
residency program respondents to this question indicated that 
interest among staff members was a major factor in their decision 
to establish physician cost-containment training. Urging of med- 
ical school and hospital administrators was the second ranked 
factor (see apps. I and II). 

lJIhe questionnaire asked respondents to indicate to what extent 
certain factors influenced their decision to begin cost- 
containment training. The possible responses were little or no 
extent, some extent, moderate extent, substantial extent, and 
very great extent. For reporting purposes, however, we con- 
sidered any.response of substantial or very great as a major 
reason for their decision. 
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Analysis of respondents' written comments shows that the in- 
terest of staff members and administrators may have been stimul- 
ated by the expressed concerns and interests of the educational 
and professional medical groups. As pointed out in chapter 2, AMA 
has encouraged medical institutions to incorporate cost-containment 
training into their medical curricula. Also, AAMC's inquiries to 
schools and teaching hospitals regarding the extent to which they 
provide students with such training demonstrates interest on the 
part of organized medicine. Written comments by several respond- 
ents stated that encouragement by organized medicine was a major 
factor influencing their decision to start teaching physician cost 
containment. 

Also, based on their comments, medical officials' interest 
in teaching cost containment has apparently been encouraged by 
the belief that high-quality medical care and good medical prac- 
tices normally result in cost-effective treatment. 

CME course officials rated the interest of other physicians, 
urging of the Federal Government, and urging of hospital adminis- 
trators or staff as the most significant factors behind the deci- 
sions to include cost containment in courses (see app. III). 

BARRIERS TO ESTABLISHING AND 
OPERATING COST-CONTAINMENT PROGRAMS 

Medical school and residency program officials indicated that 
the lack of curriculum time was the major barrier to establishing 
and operating cost-containment training programs. Other barriers 
cited included the lack of trained instructors, readily available 
training material, and financial resources. A/ 

In response to our questionnaire, officials of medical schools 
both with and without cost-containment programs reported that the 
lack of curriculum time was the most severe barrier to establish- 
ing and operating cost-containment training. To illustrate, 
75 percent of the respondents at schools without programs and 
46 percent of the respondents at schools with programs indicated 
that this was a major barrier (see app. I). 

In early 1981, AAMC officials told us that finding time in 
the medical school curriculum to add any new topic is difficult. 

&/The questionnaire asked respondents to indicate to what extent 
certain problems had been encountered in implementing and/or 
operating cost-containment training. The possible responses 
were little or no extent, some extent, moderate extent, sub- 
stantial extent, and very great extent. For reporting purposes, . 
however, we considered any response of substantial or very great 
extent as being a major problem. 

26 



According to the officials, because the medical school curriculum 
is quite full, there is limited time to add cost containment as 
a new instructional element. This problem was also mentioned as 
a barrier at several of the schools we visited. The same four 
factors were identified by residency program officials as the most 
significant barriers to cost-containment programs, although the 
order of selection was somewhat different (see app. II). 

Officials at one medical school we visited said that the lack 
of a proven model program was a major barrier to establishing cost- 
containment training. The officials said that all programs de- 
veloped to date are different and they have not been closely 
evaluated to identify the most effective approach to teaching cost 
containment. 

AAMC officials said that the nature of medical education pre- 
sents serious problems as to when, where, and how cost-containment 
training can be most effectively included in the curriculum. The 
officials pointed out that medical schools emphasize the atti- 
tudinal aspects of medicine, as well as technical education, while 
the residency programs are highly behaviorally oriented. This 
situation is compounded by the fact that medical schools and res- 
idency programs are organized differently and provide, within gen- 
eral standards, unique medical educations. According to the AAMC 
officials, strategies and approaches to cost-containment training 
for one program may not work in another. The officials stated, 
therefore, that it may not be practicable to develop a cost- 
containment training model that could be used by all medical 
schools and/or residency programs. At best, some general approach 
could be developed-- one that would have sufficient flexibility to 
apply to a wide variety of medical educational programs. 

In response to our questionnaire, officials of CME courses 
that include cost-containment training cited three barriers to the 
development of cost-containment training programs. Twenty-six per- 
cent of the respondents cited the lack of training material, 25 
percent cited a lack of financial resources, and 23 percent cited 
lack of enrollee interest (see app. III). 

POTENTIAL APPROACHES TO PROMOTE 
COST-CONTAINMENT TRAINING 

In addressing the wide variation in curriculum content and 
emphasis we found through .our questionnaire survey (see ch. 31, 
officials of three organizations closely associated with physi- 
cian education --AAMC, AMA, and the National Board of Medical 
Examiners --generally agreed that no one preferred way to teach 
cost-containment training has been developed and implemented. 
However, they stated their belief that, to be most effective, 
cost-containment training must be integrated into teaching of 
medical practice. Although separate courses discussing broad 
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outlines and general principles of medical economics or cost con- 
tainment may be useful, the officials said that training must 
emphasize cost effectiveness in decisions regarding medical prac- 
tice and give students methods and techniques for making such 
decisions. 

According to the officials, physicians' practice patterns are 
formed during the clinical sciences phase of medical school and 
during residency. Accordingly, the officials said that the most 
effective cost-containment training would be provided at the bed- . 
side by clinical and resident faculty. Such training should em- 
phasize techniques and methods for managing patient care in the 
most cost-efficient, medically effective manner. Traditionally, 
medical educators have given little emphasis to cost as a factor 
in medical practice. The officials agreed that an effective cost- 
containment education strategy must begin by increasing the clin- 
ical faculty's sensitivity to the cost of medical practice. In 
turn, faculty members would train medical students and residents 
in the most cost-effective techniques and methods for providing 
care. The officials cautioned, however, that such changes will 
take a long time to effect and that their results could be dim- 
inished by various financial disincentives in the current health 
care system. 

We discussed two basic approaches to increase the sensitivity 
of medical school faculty members to the need for additional em- 
phasis on cost-containment training. The first approach could 
begin with a national conference for faculty members to emphasize 
the need for such training. This conference could be followed 
by regional workshops and seminars which emphasize specific methods 
and techniques of instructing medical students and residents on 
providing more cost-effective care. 

The second approach could involve incorporating cost contain- 
ment as an element on licensing examinations, such as the National 
Board of Medical Examiners' medical examination. Proponents of 
this approach believe that student feedback on the content of the 
examination would emphasize the need for medical school faculty to 
devote greater attention to the teaching of cost-effective medical 
care. 

We discussed the examination approach with National Board 
officials. They told us that the current examination does not 
directly address cost containment, although there are questions 
related to general medical economics. In addition, Part III of 
the examination has questions that require examinees to consider 
less costly procedures before considering more costly ones. 
Examinees may not be aware, however, that cost effectiveness is 
a factor being graded. 
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FEDERAL ROLE IN COST- 
CONTAINMENT TRAINING 

Traditionally the Federal Government has not become directly 
involved in developing curricula for medical education. Accord- 
ingly, the Federal role in supporting the development and imple- 
mentation of cost-containment training has been limited. Accord- 
ing to officials in the HHS Bureau of Health Professions, the 
Department has provided small grants for (1) developing a seminar 
related to the Professional Standards Review Organization (PSRO) 
program and (2) preparing a textbook to be used in cost-containment 
training. 

According to the HHS officials, $35,000 was provided to the 
American Medical Student Association in 1977 for developing mater- 
ials and case studies on the PSRO program. The information de- 
veloped pertaining to the physician's role in cost containment was 
presented to a conference of medical students. 

In 1978, HHS awarded a $168,000 grant to AAMC for developing 
a textbook on the quality of medical care and cost containment. 
Initially, AAMC intended to develop a textbook on medical care 
quality alone. However, with the emergence of cost containment 
as a major issue, the effort was revised to incorporate cost- 
effective medical care. According to an AAMC official, the text- 
book is scheduled for publication in the spring of 1982. 
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CHAPTER 5 

CONCLUSIONS AND RECOMMENDATIONS 

CONCLUSIONS 

Because physicians play a major role in determining the 
ultimate size of the Nation's health care bill, they should be 
keenly aware of that role and be given the necessary training to 
enable them to provide health care in the most cost-effective 
manner. 

Physicians' knowledge of cost-containment principles has been 
demonstrated to be an important element in the Nation's efforts 
to control health care costs. Because cost-containment training 
has only recently emerged as an element in the medical education 
process, its potential for cost control has not been fully demon- 
strated by studies of physicians' practice behaviors following 
training. However, its importance as a first step in cost-control 
efforts has been recognized by medical educators and professional 
groups I who have expressed a willingness to promote it in the med- 
ical education process. 

Medical schools and residency training programs have led the 
way in developing programs to increase physician sensitivity to 
the cost of health care and to train their students in methods 
and techniques for providing cost-effective care. These cost- 
containment efforts, however, vary widely in approach, content, 
and emphasis and have resulted in many students' dissatisfaction 
with the limited time devoted to the subject. The variations in 
time, content, and emphasis devoted to cost-containment are largely 

. due to the fact that health care cost containment is an emerging 
issue for which no one best teaching and training approach has been 
developed. 

Increasing emphasis on cost containment in medical schools 
and residency training programs will not be easy. According to 
medical school administrators and residency program directors, 
curricula have little room to add topics not directly related to 
clinical medicine. This difficulty can be partly overcome by 
thoroughly integrating cost-containment instruction into the 
clinical phases of medical education, when students are developing 
their practice patterns. According to several medical educational 
and professional groups, such an integration would likely have 
the most influence on the medical practice patterns of emerging 
physicians. 

The continued development of cost-containment training pro- 
grams hinges on the commitment of medical school faculties. The 
ultimate success or failure of these programs depends largely on 



faculty members' sensitivity to the need for such training, their 
willingness to develop strategies and approaches to providing the 
training, and their commitment to ensuring that the training is 
effectively carried out. 

A possible means to increase faculty and student sensitivity 
to the importance of cost-containment training could be including 
questions having cost-containment elements in medical examinations 
required to be taken by medical students and physicians. We recog- 
nize that such an approach could be difficult in view of the wide 
range of material which must be covered in these examinations. 
However, we believe that such an action would send a clear signal 
to both faculty and students regarding the importance of the cost- 
containment issue in the current health care environment. 

Because medical educational and professional groups have begun 
to incorporate cost-containment training into medical school and 
residency program curricula, we believe that an appropriate role 
for the Federal Government at this time is to monitor the profes- 
sion's efforts directed to increasing the emphasis on such train- 
ing. We believe also that, when the opportunity arises, the 
Governnment, through HHS, should, in carefully selected instances, 
provide financial support to efforts directed at further develop- 
ing and refining methods and strategies for incorporating cost- 
containment training into medical school and residency training 
programs. While the amount of financial support does not have to 
be large, it could provide an important impetus to further expan- 
sion of physician cost-containment training. 

RFXOMMHNDATIONS 

To provide impetus to the continued development and expansion 
of physician cost-containment training as a strategy in limiting 
increases in the Nation's health care bill, the Secretary of HHS 
should monitor the medical profession's progress as it incorporates 
such training into educational curricula and, on a carefully 
selected basis, provide funding for seminars and conferences at 
which medical school faculty and residency program dirctors can 
develop and share strategies, approaches, and methods for teaching 
cost-effective medicine. 
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APPENDIX I 

GAO QUESTIONNAIRE MAILED TO DEANS 

APPENDIX I 

OF U.S. MEDICAL SCHOOLS . 
In late 1980, we mailed questionnaires (see pp. 41 to 60) to 

the deans of all 126 medical schools in the United States and its 
territories. The questionnaire was designed to: 

--Determine the number of U.S. medical schools that provide 
cost-containment training to medical students. 

--Determine the numbers of students who received the 
training. 

--Identify the scope and content of the training; i.e., when 
the training is offered and what techniques are taught. 

--Identify the effects of the training; e.g., dollar savings, 
increased physician productivity. 

--Identify the resources required to provide the training. 

--Identify problems that medical schools encountered in 
offering the training. 

METHODOLOGY - 

The universe of 126 U.S. medical schools was published in the 
"Journal of the American Medical Association," March 7, 1980, and 
in the 1980-81 "Directory of Residency Training Programs," pub- 
lished by AMA in 1980. The list of medical schools in the United 
States is on pages 108 to 113. After three followups to nonrespond- 
ing deans, we received 117 responses, representing 93 percent of 
all U.S. medical schools. 

SUMMARY OF RESPONSES 
TO SELECTED QUESTIONS 

The responses to the questionnaire are shown below. Because 
some deans did not answer some questions, the number of responses 
to specific questions varies from 117. 
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APPENDIX I APPENDIX I 

Question 3: Does your medical school currently provide cost- 
containment training to your undergraduate medical 
students? 

Answer: 
Schools 

Number Percentage 

Yes 90 76.9 
No, but we are planning to do so 8 6.8 
No, and we are not planning to 

do so at this time 19 16.2 

Question 2: 

Question 4: 

How many medical students graduated from this 
medical school in each of the following years? 

Of the medical students you listed in question 2, 
how many received cost-containment training? 

Answer: 

School year 
1978-79 1979-80 1980-81 

Number who graduated 13,983 12,841 14,675 
Number of graduates who 

received cost-containment 
training 8,409 9,197 9,930 

Percentage who received 
cost-containment 
training 60.1 71.6 67.7 
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Question 8: To what extent did each of the following influence 
your school to begin cost-containment training? 

Answer: 

Medical schools indicating: 
Little or no to Substantial to 
moderate extent very great extent 

Number Percentage Number Percentage 

Urging of medical school 
administration 

Interest of one or a few 
medical school staff 
members 

Urging of affiliated 
hospital administration 

Urging of Federal Govern- 
ment 

Availability of Federal 
funds 

Urging of State government 
Availability of State 

awards 
Potential or existing 

legislation or 
regulations 

Urging of third-party 
payers 

Other 

46 58.2 33 41.8 

24 30.0 

66 86.8 

69 92.0 

71 95.9 
71 94.7 

75 98.7 

69 90.8 

70 93.3 
6 25.0 

56 

10 

6 

3 
4 

1 

7 

1: 

70.0 

13.2 

8.0 

4.1 
5.3 

1.3 

9.2 

6.7 
75.0 
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Question 11: How much emphasis is placed on each of the following subject areas 
in your school’s cost-containment program? 

Answer: 
Medical schools indicating: 

Titti&-0C0to-- Substantial to 
moderate emphasis ___-- great emphasis 
Number Percentage_ Nimbe r -__ Percentage 

1. 

2. 

3. 

Historical data on increases in 
medical care costs 55 67.1 27 32.9 

Factors that have contributed to 
increasing costs 38 46.3 44 53.7 

Role of third-party payers in con- 
tributing to medical care cost 
increases 53 66.2 27 33.8 

Federal programs designed to contain 
cost increases (PSRO, medical care 
payment limits) 64 79.0 17 21.0 

Scheduling hospital admissions to 
ensure efficient and economic use 
of hospital facilities 

Physicians’ role in generating costs 

Potential of physicians for controlling 
cost increases 

61 75.3 

30 36.6 

26 32.9 

Role and responsibility of physicians 
for cost containment 23 28.7 

Techniques for establishing reasonable 
physician fees 69 89.6 

Criteria for selecting the most appro- 
priate location for care (e.g., 
hospital, physician’s off ice, out- 
patient clinic, extend care facility) 

Techniques and cost-saving potential 
of preadmission hospital testing 

53 67.9 25 32.1 

66 83.5 13 16.5 

Techniques for analyzing and assessing 
the needs and cost-effectiveness of 
hospital ancillary services 60 

Benefits/costs of diagnostic tests 34 

75.9 19 24.1 

41.5 40 58.5 

Familiarization with the costs of 
diagnostic tests 34 41.5 48 58.5 

Post-diagnostic/treatment assessment 
of patient care costs 

Appropriate use and costs for X-rays 

Benefits/costs of drugs 

Relationship of quality and costs 

54 68.4 25 31.6 

40 49.4 41 50.6 

47 58.0 34 42.0 

46 57.5 34 42.5 

Efficient use of paraprofessionals 
and other health workers 65 83.3 

Length-of-stay planning 63 79.7 

Techniques for medical audit and 
utilization review 64 81.0 15 19.0 

Criteria for selecting the most 
appropriate level of hospital care 
(e.g., intensive care, standard 
care, emeryency room care) 

Preventive medicine as a way to 
contain health care costs 

63 

46 

81.8 

57.5 

4. 

5. 

20 24.7 

52 63.4 

53 67.1 

57 71.3 

8 10.4 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

13 16.7 

16 20.3 

14 18.2 

34 42.5 
23. 

35 
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Question 18: Listed below are a number of problems that could have 
been encountered in implementing and/or operatinq the 
cost-containment program. Please indicate to what 
extent each was a problem for your school's program. 

Answer: 

Medical schools that offer 
cost-containment training 

Little or no to Substantial to 
moderate extent very great extent 

Number Percentaqe Number Percentage 

1. Lack of financial 
resources 54 75.0 18 25.0 

Lack of time in 
curriculum 

2. 
41 53.9 35 46.1 

Lack of readily 
available training 
material 

3. 

50 69.4 22 30.6 

4. Lack of trained 
instructors 52 68.4 24 31.6 

72 96.0 3 4.0 

71 95.9 3 4.1 

Faculty resistance 5. 

6. 

7. 

Student resistance 

Administration 
resistance 100.0 0 0 71 

8. Belief that cost- 
containment program 
would have no effect 70 

2 

97.2 

33.3 

2 

4 

2.8 

66.7 9. Other 
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Question 22: Listed below are a number of problems that could 
prevent the establishment of a cost-containment 
education/training program. Please indicate to 
what extent each was a factor in your school's 
decision not to implement a program. 

Answer: 

Medical schools that plan to 
offer cost-containment training 

Little or no to Substantial to 
moderate extent very great extent 

,Number Percentage Number Percentage 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

Lack of financial 
resources 

Lack of time in 
curriculum 

Lack of readily 
available training 
material 

Lack of trained 
instructors 

Faculty resistance 

Student resistance 

Administration 
resistance 

7 53.8 6 46.2 

4 26.7 11 73.3 

7 50.0 7 50.0 

10 66.7 5 33.3 

13 100.0 0 0 

13 100.0 0 0 

14 100.0 0 0 

Belief that cost- 
containment program 
would have no effect 11 73.3 

Other 0 0 

4 

1 

26.7 

100.0 
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Schools 

APPENDIX I 

whose cost-containment programs consisted of the . following types of activities (refers to question 7(2)). 

Number of schools Percentage 

Course 18 20 
Clerkship/rotation 10 ' 11 
Special feature (e.g., seminar 

or workshop) 5 6 
Course and clerkship/rotation 30 33 
Course and special feature 8 9 
Clerkship/rotation and special 

feature 3 3 
Course, clerkship/rotation, 

and special feature 16 18 - 

Total 90 100 - 

Number of schools (of 90) that used the following instruc- 
tional methods (refers to question 7(4)). 

Number 

Classroom lecture 
Discussion group 
Ward rounds 
Grand rounds 
Clinical-pathologic conference 
Management conference 
In-patient chart audit 
Ambulatory patient chart audit 
Individual or group field exercise 
Special medical care evaluation/ 

cost studies 
Case studies 
Programed instruction/self-study 
Other 

78 
76 
50 
36 
20 
30 
41 
35 
24 

21 
50 
17 
19 
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Question 7(S): During which year of the student training is this 
activity taken? 

Answer: 
Number of schools 

(note a) 

First year 36 
Second year 64 
Third year 67 
Fourth year 60 
Other 11 

a/Some of the 90 schools offer cost-containment training in more - 
than 1 year. 

Number of schools with required or elective activities (refers 
to question 7(6)). 

Number of schools 

Required 
Elective 
Required for some students 

and elective for others 

79 
34 

12 

Schools' estimate of the number of contact hours of cost- 
containment training offered (refers to question 7(7)). 

Range of hours Number of schools Percentage 

l- 10 
ll- 20 
21- 30 
31- 50 
Sl- 70 
71-100 

101-200 
201-300 

28 
12 

5 
5 
6 
0 
2 
3 - 

45.9 
19.7 

8.2 
8.2 
9.8 
0 
3.3 
4.9 

. Total a/61 100.0 -- - 
a/One school said it could estimate contact hours, but did not - 

provide an estimate. The remaining 28 schools did not estimate 
the number of contact hours. 

39 



APPENDIX I APPENDIf I 

,Number of schools (of 90) that have activities they Classify 
as a permanent part of the medical curriculum or a developmental/ 
research endeavor (refers to question 7(12)). 

Number of 
schools 

Permanent part of medical 
curriculum 

Developmental/research 
endeavor 

82 

26 
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U.S. GENERAL ACCOUNTING OFFICE 

SURVEY OF MEDICAL SCHOOL COST 
CONTAIWNT EDUCATION PROGRAMS 

INTRODUCTION 

The purpore of this questionnaire is to deter- 
mine vhat medical schoolr have done about offering 
coet containment education to undergraduate medical 
rtudents. By comt containment educetion we mean 
educatron/training in the technique6 for providing 
quality tidical care at the loveet poreible coat. 
We are intererted in current, diacontinued and 
planned education programs. The questionnaire seekr 
to obtain the type and extent of there programa 
and the effects of the training. 

The queetionnaire ia arranged in a way which 
inrtructr you to rkip quertione vhich are not 
relevant to your school. We realize that to fully 
anrver this quertionnaire eoae schoola will have to 
involve aeveral individuals. We ark that you 
identify who we can contact for further information. 

1. Pleare provide the name, title and telephone 
number of the perron ve rhould contact if 
further info\mution ir required. 

(AREA CODE) (TELEPHONE NUMBER) 

ID (l-3) 

Card (4-S) 

TRAINING ACTIVITIES 

A coat containrent education program can be 
carried out by using training activitier such as 

(1) couraea, 
(2) clerkehips/rotations and 
(3) special features (seminars, symposia, 

workshops, lecture aeriee, etc.) 

Theme activities may be designed solely for the 
purpore of coat containment training (e.g., a course 
in coat containment techniques) or may be devoted 
only in part to sost containment training (e.g., a 
single sesaion devoted to coat containment in a course 
or reriee of management conferences). The content 
of the activitier may be planned (e.g., following a 
syllabus in a course) or not planned (e.g., dis- 
cussions during ward rounds). 

INSTRUCTIONAL METHODS 

The training activities can be conducted by 
using a variety of instructional methods vhich are 
listed belov. In answering thia questionnaire you 
will need to consider these instructional methodr. 

1. Clasrroom lecture 
2. Dircursion group 
3. Ward rounds 
4. Grand rounds 
5. Clinical - pathologic conference 
6. Kanagement conference 
7. In-patient chart audit 
8. Ambulatory patient chart audit 
9. Individual or group field exercise 

10. Special medical care evaluation/cost studies 
11. Caee studies 
12. Programmed inrtruction/relf study 

41 
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2* 

Bov many adical etudoatr craduatad from thir 
l cbool in l ech of tha follwirq rchod yeerr 

,~I;;;;;) 

3. Doer your rdical rchool currmtly provide colt 
cont&meat training to your undar~raduata 
rdical rtudentr? (Check o(u) (15) 

1. /1 

2. m 

3. /7 

Yer (GO TO QUESTION 4) 

lo, but va are plemiag to do so. 
(CO TO PACE 19, QUKSTIOlr 23) 

6. Conaider the variaur training l ctivithr (e.g., 
coureee, remntr of cour’~ee, clerkahiprlrotetionr 
aad rpeciel faaturrr) vhich l re wad at your 
rchool to educeto medicel rtudonte about cm- 
reining rdiarl care coata. 

No, and w a;. not plennk~ to do 10 
at thir time. too To PAGE 10, QurmIom 22) &u mamy different trainin l ctivitier do you 

currently have in your coat contdnmt program? 

5. Which of the followin deecribee the overall 
l tructufa of thr coat containment program you 
currently have? (Chock one.) (25) 

1. /1 Ttm ~IOO~ haa l rtructurrd ideatifi- 
able coat conthmmt program tiara 
the apacific coet contain-t training 
l ctivitiom are plannod in advance 

2. /7 The l chool her . coet contdnmont 
progru which ir not etructured and 
vhich beriselly relier on the uee of 
sort containmnt trainiry l ctivitier 
l a the nwd or rituetion l rieee. 

Of the rdicel rtudmtr you lieted in qwrtiao 2, 
how uny rrcdvod cwt coatainmt trainin&? 

If you heve more then 5 euch l ctivitiea pleura 
reproduce paler 13 end 14 aa may tima l a you 
need to, fill out the pager, label them I, C, 
I#..., end attach them to the quaationneire. 
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7. A cl 
(1) Title of activity (if any): 

(2) What type of activity is this? (Check one) 

1. Lz7 
2. /7 
3. a 

(28) 

COUW? 

Clerkship/rotation 

Special ftatura (seminar, symposia, 
wrkrhop, lecture series, etc. ) 

(3) What are the cost containpcnt objectivea of this 
activity? (29) 

(4) Indicate the instructional method(s) that are 
used to conduct this activity. (Check as many 
*s apply) (30-42) 

1. /1 
2. fl 

3. /7 

4. /7 

5. /7 
6. 17 

7. /7 
a. /7 
9. /7 

10. /7 

11. /7 

At. /7 
13. 17 

Classroom lecture 

Discussion group 

Ward rounds 

Grand rounds 

Clinical - pathologic conference 

blmagement conference 

In-patient chart audit 

Ambulatory patient chart audit 

Individual or group field exercise 

Special medical care evaluation/cost 
studies 

Case studies 

Programmed instruction/self study 

Other (specify) 

(5) During vhich yter of the student’s training 
is this activity taken? (Check all that apply) 

(43-47) 

1. I7 1st - 
2. /1 2nd 

3. i-7 3rd - 

4. /7 4th - 
5. /7 Other (specify) 

(6) Is this activity required or elective7 
(Check one) 

(48) 

1. /7 Required 

2. /1 Elective 

3. /7 Required for some and elective for 
_. 

. 

43 



APPENDIX I APPENbIX i 

. 

(7) Cen you l stiute the number of contect hours of (12) Is thir activity currently classified es a 
cost containment treining each rdicel rtudent perunent pert of the medical curriculum or 

in this l ctivity? (Check l ll thet rpply) l devclopaantal/rerrerch endeavor? (Check 
OW) (70) 

receives 

1. /7 

2. Lx7 

3. /1 

4. Lx7 

Yea (Please indicate) (49-521 
1. fl Permanent part of rdicel curriculum 

hours 
2. / ~vclopmentJlfrese~rch endeavor 

bo, the tr~iaiog ir too well integrated 
with other activities (531 \ (131 What will probably be the status of this 

activity 3 year from now? (Check one) (71) 
NO, contact time is dependent upon 
interests end available tin of 
faculty or rtudents (541 

1. a Permanent part of medical curriculum 

2. m DevelopPcntal/rescarch endeavor 
No (specify) 

3. /7 Terminated 

(61 Doer this activity have a syllabus or outline 
which is followed? (Cheek one) (561 

4. m Other (specify) 

1. /1 Yes (Plwrc send us a copy with 
your return) 

2. /7 No 

(14) If there ir l nything l lee you would like to 
tell us l bout this activity, pleere do so 
here. (721 

(9) Has this activity bean approved by a depart- 
ment’s or the school’s curric&m comittert 
(Check all thet l pply) 07-59) 

1. /1 A department’s curriculum cdttee 

2. /1 Th e school’s curriculum ccmittee 

3. /1 Neither 

(10) Pow meny studwtr who gredueted in rchool 
yeers 1978-79 and 1979-80 heve participated 
in this activity end hov meny etudentr who will 
gredurta in rchool year 1980-81 do you estimate 
vi11 heve participated in thir activity? 

Number of greduetes 
School Yeer vho particineted 

I 

(11) Ia this l ctivity currently being funded (in 
pert or entiraly) by sources outride of ywr 
institution? (Check one) (69) 

1. a Yes 

2. /7 No 

. 
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7. B 
cl 

(1) Title of activity (if any): 

(2) uhat type of activity is this? (Check one) 
*2 (28) 

1. I7 Course - 

2. 1-I Clerkship/rotation 

3. fl Special feature (seminar, symposia, 
workshop, lecture series, etc.) 

(3) What are the cost coutainmnt objectives of this 
set ivity? (29) 

(4) Indicate the instructional method(s) that are 
used to conduct this activity. (Check as many 
as apply) (30-42) 

1. /1 

2. /1 

3. /1 

4. /7 

5. /7 
6. /7 

7. /z 

8. 17 
9. /7 

10. /7 

11. 17 
12. 17 
13. /7 

Classroom lecture 

Discussion group 

Ward rounds 

Grand rounds 

Clinical - pathologic conference 

Menagement conference 

In-patient chart audit 

Ambulatory patient chart audit 

Individual or group field exercise 

Special medical care evaluation/coat 
studies 

Case studies 

Programed instruction/self study 

Other (specify) 

(5) During which year of the student’s training 
is this activity taken? (Check all that apply) 

(43-47) 

1. /1 1st 

2. 17 2nd 

3. 11 3rd 

4. m 4th 

5. /7 Other (specify) 

(6) Is this activity required or elective? 
(Check one) 

(48) 

1. /1 Required 

2. /7 Elective 

3. 17 Required for some and elective for - 

45 
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(7) 

(8) 

(9) 

(10) 

(11) 

Can you l rtimate the nurkr of cantJet hourr of (12) 
coet cmt&tmnt treinin# l ech rdicel JtudJnt 
receive. 

1. /7 

2. /7 

3. /1 

4. /1 

in thir Jctiviti? (Cbck Jll that Jpply) 

YJJ (PleJBe indie&) (49-52) 

hours 

IJo, the trdning ie too wll fnta(lratod 
with other l ctivitioe (53) (13) 

No, contact rims ir depeodoat “pm 
intJrJJtJ And l veilable CiN Of 
feculty or Jtudeatr (54) 

No (specify) 

(55) 

Doer thir activity bJvJ J l yllabur or outline 
which ir followed? (Check aw) (56) 

1. /1 YJJ (Pleaee red UI l copy with (14) 
your return) 

2. /1 No 

Nea this Jetivity been Jpproved by l depart- 
mnt’r or tb Jchool’e curriculum clittee? 
(Check 411 that apply) (57-59) 

1. /1 A depJrtmt’4 curricuhm ColitteJ 

2. /7 The school’r curriculur caittee 

3. /7 kither 

How mm, studmte who greduatod in Jchool 
years 1978-79 Jnd 1979-80 heve perticipeted 
in this Jctivity md how my l tudeete uho will 
grJduJte in Jchool year 198041 do you JJthJtJ 
will hrve pertieipJtJd in thie JCtiViLyf 

Number of grJduetJ0 
School Year who perticimted 

I 
1970-79 I W-62) 

1979-80 (63-65) 

1980-81 (expected) (66-68) 

IJ this Jctivity currently being fuadad (in 
pJrt or entirely) by wurce# outride of your 
inJtitutioa? (Check awl (69) 

1. /1 Yea 

2. /7 No 

Is thir Jctivity currently clJJJifird AB J 
perpmmt pJrt of tha rdicel curriculum or 
J developmntJl/reJeerch endeevor? (Check 
mJ) (70) 

1. /1 P l rmJnent p&rt of rdicel curriculum 

2. /7 Dwel opntJl/reJeJrch endeavor 

Uhet will probably be thJ JtJtuJ of this 
activity 3 yeerr from now? (Check one) (71) 

1. /1 Perunone pJrt of dieal curriculum 

2. /1 Developrntel/rereerch l ndeevor 

3. 17 TerminJted 

4. fl Other (Jpecify) 

If there is Jnything else you would like to 
tell us Jbout this Jctivity, pleeee do l o 
here. (72) 
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7. c 
cl 

(1) Title of activity (if any): 

(2) Vhat type of activity is this? (Check one) 
*3 (28) 

1. /1 Course 

2. /1 Clerkship/rotation 

3. m Special feature (seminar, symposia, 
vorkshop, lecture series, etc.) 

(3) k%at are the cost containment objectives of this 
activity? (29) 

(4) Indicate the instructional method(s) that are 
used to conduct this activity. (Check as many 
as apply) 

1. lI 
2. /1 

3. /7 
4. /7 

5. L7 
6. I7 - 
7. x7 

0. 1-! 

9. /7 

10. I7 

11. /1 

12. /1 

13. Lz7 

(30-42) 

Classroom lecture 

Discussion group 

Ward rounds 

Grand rounds 

Clinical - pathologic conference 

Management conference 

In-patient chart audit 

Ambulatory patient chart audit 

Individual or group field exercise 

Special medical care evaluation/cost 
studies 

Case studies 

Programed instruction/self study 

Other (specify) 

(5) During which year of the student’s training 
is this activity taken? (Check all that apply) 

(43-47) 

1. / 1st 

2. L7 2nd 

3. /1 3rd 

4. fl 4th 

5. / Other (specify) 

(6) Is this activity requirr’ w elective? 
(Check one 1 

(4R) 

1. /1 Required 

2. /7 Elective 

3. 17 Required for some and elective for - 
others 
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(7) 

(8) 

(9) 

(10) 

(11) 

CJn you JsLiuta the number of contect hoar of (12) IJ thiJ Jctivity currently clJJJified JJ J 
coot contJinunt treiniag l Jch rdicJ1 student permanent pert of the medical curriculum or 

in thim activity? (Check Jll that Jpply) J devclopantJl/re8eJrch endeavor? (Check 
OlhJ) (70) 

receives 

1. n 

2. /1 

3. /1 

4. /1 

YeJ (Pleare indicate) (49-52) 
1. 11 Perunent part of HdiCJl curriculum 

home 
2. fl Devel opmJatJl/reJeJrch JndeJvor 

NO, the training ir toQ well inte8rJtJd 
vith other l ctivitieo 03) (13) What will probebly be the SLJtUI of this 

Jctivity 3 years fra now? (Check one) (71) 
No, ceatect tin ir dependent upon 
intJrO#tI And JVJilJbh timA Of 
feculty or etudmte 04) 

No (JpJcify) 

IC&, 

1. a Peruaent pert of rdicel curriculum 

2. /1 DevelopwntA~/rJreJrch JndeJvor 

3. /1 TerminJtJd 
\a*, 

4. 
Doer thir Jctivity have J aylhbue or outline 
which ir followed? (Check onJ) (56) 

m Other (epecify) 

1. /1 Yer (PlJJJe send ue J copy with (14) If there ir Jnything else you would like to 
your return) tell ue about thir Jctivity, pleJse do so 

(72) 
2. /7 No 
IlJs thie Jctivity been l pproved by e depert- 
merit’s or the Jchool’e curriculum clittee? 
(Check Jll thet l pply) 07-59) 

1. /1 A depertment’e curriculum cowittae 

2. m The school’s curriculum caittee 

here. 

3. 1 Neither 

How uny Jtudente uho grJduJted in school 
yeJrJ 1978-79 end 1979-80 hew perticipJted 
in thiJ Jctivity end hou uny JtudeotJ who will 
grJduJtJ in Jchool year 1900-81 do you l JtimJtJ 
will heva pJrticipJted in thir Jctivity? 

School Year 
hmber of ~redueter 

vho pJrticipeted 

1978-79 I (SO-621 

1979-80 _ (63-65) 

1980-81 (expected) (66-6a) 

Is this Jctivity currently being funded (in 
part or entirely) by sources outride of your 
inrtitution? (Check one) (69) 

2. 17 No 
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7. D cl 
(1) Title of l ctivity (if cay): 

(2) Uhat type of l etivity ie thir? (Check one) 
l 4 (28) 

1. /7 Courm 

2. /1 Clerkehip/rotetioa 

3. /7 Specie1 fmtura (eeminer, l ymporie, 
wrkehop, hcture mriem, etc.) 

(3) Whet l re the coet conteiornt objectivee of thir 
l ctivity? (29) 

(4) Indicete the inrtructionel method(r) that are 
ueed to conduct this l ctivity. (Chock . . tiny 

(30-42) l apply) 

t* /7 
2. /1 

3. /7 

4. /7 
5. /1 

6. /1 

7. /1 

8. /1 

9. /1 

10. /1 

11. /1 

12. L? 

13. /7 

Cleerroom lectur* 

Diecureion group 

Wud roundr 

Grand rounda 

Clinicel - pethologic conference 

Management conference 

In-petient chert l udit 

Ambuletory patient chart l udit 

Individuel or group field exercise 

Specie1 medical cere eveluetion/coet 
l tudier 

Ceea rtudiee 

Progreud inetruetion/relf study 

Other (epecify) 

(5) During which ytar of the rtudent’r treining 
ie thie l ctivity taken? (Check l ll thet l pply) 

(43-47) 

1. /1 lrt 

2. /7 2nd 

3. 17 3rd 

4. /7 4th 

5. /1 Other (specify) 

(6) Ir thie l ctivity required or elective7 (48) 
(Check one) 

1. /1 Required 

2. /1 Elective 

3. m Required for come end elective for 
othere 

49 
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(7) Cen you eetirte the number of conteet hours of (12) 
coat containment treiniog each rdical rtudent 
receivel 

1. fl 

2. Ll_r 

3. /7 

4. /7 

in thir ectivity? (Check l ll thet 4pply) 

Yes (Pleere indicete) (49-52) 

houra 

No, the training ir too well iategreted 
with other activities (53) (13) 

No, contect time is dependent upon 
intererts end l veileble tir of 
faculty or rtudentr (54) 

No (specify) 

(55) 

(8) Doer thie activity heve e ryllebua or outline 
which ie followed? (Check me) (56) 

1. /7 Yes (Pleeee rend ua l copy with (141 
your return) 

2. /1 No 

(9) Hes thir l etivity been l pprwed by 4 depert- 
ment’r or the rchool’r curriculum comittw? 
(Check l ll th4t 4pply) (57-59) 

1. m A depertment’e curriculum comittee 

2. fl The echool’e curriculum caittae 

3. m Neither 

(10) Hov many student8 who gredueted in school 
yeerr 1978-79 end 1979-80 heve perticipeted 
in thir activity end hou uny rtudentr who will 
greduete in echo01 year 1980-81 do you eetimete 
vi11 have perticipeted in thir l ctivity? 

I(expected) 

(11) Ie thir l ctivity currently being funded (in 
pert or entirely) by l ources outride of your 
institution? (Check one) (69) 

1. /7 Yes 
2. I7 No 

Ia thie activity currently cleerified l e l 

perpenent pert of the acdicel curriculum or 
a developacntel/rereerch l odeevor? (Check 
OnI?) (70) 

1. fl Pcrmnent part of medical curriculum 

2. /7 Developrntel/rerearch endeevor 

Whet will probebly be the status of this 
l ctivity 3 year from now? (Check one) (71) 

1. m Permanent pert of medic41 curriculum 

2. m Developrmntal/rereerch endeavor 

3. D Termineted 

4. /1 Other (specify) 

If there ir l oything else you varld like to 
tell UI about thir l ctivity, ple4re do SO 
here. (72) 

. 
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7. 

(1) 

(2) 

(3) 

cl E 
Title of 4ctivity (if 411): 

Wh4t type of 4ctivity i4 thir? (Check one) 
*5 (28) 

1. /1 Courrc 

2. /1 Clerkship/rot4tion 

3. /1 Speci41 fe4ture (remin4r, rympori4, 
workrhop, lecture wrier, etc.) 

Uh4t 4re the coat conteinmnt objective4 of thir 
4ctivityt (29) 

. 

(4) Indic4te the inltruction41 method(e) that ore 
ured to conduct this 4ctivity. (Check 44 osny 
44 epply) (30-42) 

1. /1 

2. /1 

3. /1 

4. /7 
5. /7 
6. /7 
7. 17 
0. lI 
9. /7 

10. 17 

11. /7 
12. rl 
13. /1 

Cl4rrroom lecture 

Discussion group 

Ward round4 

Cr4nd round4 

Clinic41 - p4thologic conference 

H4nsgcrnt conference 

In-p4tient chart 4udit 

Ambul4tory p4tient ch4rt audit 

Individu41 or group field exercise 

Special medic41 care evaluation/cost 
studies 

C4re rtudies 

Progr4md instruction/self study 

Other (rpecify) 

(5) During which y44r of the 4tudent.s training 
is this 4ctivity token? (Check 411 th4t apply) 

(43-47) 

1. rr lrt 

2. 17 2nd 

3. m 3rd 

4. 17 4th 

5. /-7 Other (rpecify) 

(6) 14 thir 4ctivity required or elective? 
(Check one) 

(48) 

1. /7 Required 

2. /1 Elective 

3. I7 Rq 4 uired for some and elective for - . 
others 

51 
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(7) 

(0 

(9) 

(10) 

(11) 

Can you l rthra the number of centact heure of (12) 
coat coatdnunt trdohu cab rlical rtudrnt 
recrivw 

1. /7 

in thir wtivitj? (Cbek rll that apply) 

Y*r (Plewo iadieete) W-52) 

boure 

2. /1 

3. /1 

4. /1 

k, the treiaily ir too vell intelrated 
with otber l ctiritiee (53) (13) 

No, contact th ir depeodeot upon 
iatereete cad eveileble tiu of 
feculry or etudento (54) 

No (rpecify) 

Doer tbir activity have l ryllabur or outline 
which ir fotlowd? (Cheek one) (56) 

1. / Yer @leerno l end ue 4 copy with 
your return) 

(141 

2. /7 No 
ilar thie activity ken l pproved by l depart- 
mt’r or the echool’e curriculum comittee? 
(Check l ll tbet l pply) (57-59) 

1. /1 A dopartmc9lt’r eurricolum CoDitLII 

2. /1 ti l cbool’e curriculum comittee 
3. /1 l kt&r 
Uou uny l tudentr who gradueted in ecbool 
yeere 1978-79 end 1979-110 hew perticipeted 
in tbir activity end ha my rtudenta &ho will 
graduate io l chool year 19gO-U do you errhere 
will heve perticipered in thie l ctivityt 

Wirkr of gradwter 
School Year vbo perticimted 

I 

Ie thie l ctivity curreotly being funded (in 
part or mtirely) by l ourcea outaide of your 
inetitution? (Check cae) (69) 

1. /1 Yee 

2. /1 No 

52 

1s tbie ctivity sutreutly eleeeifbd Ed l 
peruneot part of tbe rdicel eur?ieulum or 
l developmtel/rereercb endoevor? (Check 
we) (70) 

1. /7 Peruneat pert of wdicel curriculum 

2. /1 Developrotel/reeeerch l odeevor 

Whet will probebly be rho otetue of thir 
activity 3 ywrr fra now? (Cheek one) (71) 

1. n 

2. 11 

3. a 

4. !-/ 

Permanent part of medial curriculum 

Developmntel/rereerch endevor 

Terrineted 

Otber (epecify) 

If there ie l nything eler you vould like to 
tell ue about tbie l ctivity, pleare do l o 

here. (72) 

,,a:<, , ,’ L’.. ! :.. 
,_ -.- 

,,,, _.?. : 
: ‘i,.,>. 

‘.L :. 
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7. 
cl 

(1) Title of 4ctivity (if 4ny): 

(2) What type of 4ctivity i4 thir? (Check one) 
l 6 (28) 

1. /7 Courrc 

2. /1 Clerkrhip/rot4tion 

3. /1 Speci41 fe4ture (remin4r, eympoei4, 
vorkehop, lecture eerier, etc.) 

(3) Whet 4re the coet cont4inant objective4 of thir 
4ctivityl (29) 

(4) Indic4ta the inrtructia41 mthod(r) that are 
urrd to conduct thir 4ctivity. (Check l e meny 

44 4pply) (30-42) 

1. /7 

2. /1 

3. /7 

4. /7 
5. /7 
6. /7 
7. /7 
8. /7 
9. /7 

10. 17 

11. L7 
12. I7 
13. /7 

C14rrroom lectur* 

Dircurrion group 

Ward round@ 

Grand roundr 

Clioicel - p4rhologic conferance 

N4n4gemnt conference 

In-p4tient ch4rt 4udit 

Ambuletory p4tient ch4rt 4udit 

Individuel or group field exercire 

Speci41 medic41 c4re ev4lu4tion/co4t 
rtudiee 

C4re rtudier 

Progr4mrmd inrtructionlrelf rtudy 

Other (rpecify) 

(5) During which yeer of the etudent’e tr4ining.. 
ir thir 4ctivity t4kcn7 (Check 411 th4t 4pply) 

(4347) 

1. /1 lrt c 

2. /7 2nd 

3. /7 3rd 

4. /7 4th 

5. 17 Other lrpccify) 

(6) I4 thir 4ctivity required or elcctivc? 
(Check on41 

(48 ) 

1. /7 Required 

2. /7 Elective 

3. 17 Required for 4ome 4nd elective for 
. . 

53 
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(7) Can you l atimete the number of caatect hours of (12) 11 this activity currently cleeeified ee l 

Coat conteinnnt treiainr eecb rdieel rtudont perunent pert of the rdicd curriculum or 
receivea 

1. /7 

2. /7 

3. /7 

4. /1 

in thir l ctivitj? (chck all that l pply) 

(i9-52) Yem (Pleeee iadicete) 

hourr 

l develop&ntel/reeeercb eodeevorl (Check 
we) (70) 

1. /1 Pernnent pert of rdicrl curriculum 

No, the treioiog ir too well iatogreted 
2. /7 Developmotel/reeeerch l ndeevor 

with other l ctivftiee 03) (13) U&et will orobeblr be the l tetue ?f thie 

No, contect time ie dependent upoo 
intererq end l veileble tin of 
f4culty or rtudentr (54) 

l ctivity 

1. /1 
- .- 

No (apecity) 
2. LI 

(55) 
3. 1 

a rl 4. 
(6) Doee thir l ctivity heve l l yLlebue or outline LI 

vhich ie foIlaM 03tcck one) (56) 

3-yeerr km now? (Check we) (71) 

Pe-eat put of medicel curriculum 

Developrntel/roeeerch l ndeevor 

Termineted 

Other (rpecify) 

1. /7 Yes (Pleeee l end ue l copy with (14) 
your return) 

If there ir l nythiog l lee you would like to 
tell ue about thir l ctivity. oleeee do l o 

2. /1 No 

(9) Her thir l ctivity been l pproved by e &pert- 
ment’a or the l chool’a curriculum comittee? 
(Check 411 thet l pply) (57-59) 

1. /1 A depertmt’m curriculum comittee 

2. /7 The l chool’r curriculum c’ittee 

3. /1 Neither 

(10) Rw uny rtudente who grdueted in rcbool 
ye-8 1978-79 end 1979-00 heve perticipeted 
in thir l ctivity end how meny l tudemte ubo vi11 
greduete in echo01 yeer 1900-81 do you ertimate 
will heve perticipeted in thie l ctivity7 

(11) Ie thir activity currently being hmded (in 
pert or entirely) by l ourcea outride of your 
inetitution? (Check oae) (69) 

1. ,1 pe 

2. /1 No 

here. (72) 
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8. To what extent did each of the followins influence you to begin coat containsent training? 
(Chack one for each item.) 

( 7) 

( 8) 

( 9) 

(10) 

(11) 

(12) 

(13) 

(14) 

(10) Other (*pacify) 
(15) 

9. In what year did the medical school begin 
teaching coat containmmt? (1617) 

Year 19 

10. Briefly atate the major objectiver of your coat 
containment training program(r)? (18) 
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11. How much l mpheeie ir pieced on eech of the following rubject ereee in your coet ccnteiamnt program? 
(Check one box for tech l rea.) 

review 
22. Criteria for #electing the (DOet l ppropriete level of horpitel 

cere (e.g., 
fete, etc.) 

inteneive cue, etenderd cere, emergency room 

23. Preventive meduine ee l wey to contein 
heelth cere coete 

56 
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12. For l ech l cedemic yeer lirted below pleeee indicete the l mount of funding received from eech funding 
wurce to run your coat conteinmnt program. trtimete if necereery. Inrert “0” if no fund. were 
received from thet mace. 

(54-59) 

(72-77) *S 

(M-23) 

(60-65) (66-71) (72-77) l 9 
7. grentor: 

(6-U) (12-17) , (18-23) 

13. Res the effectiveneee of your coat conteinment 16. Which of the following meeeuree heve been used 
program been evelueted? (Check one) (24) in the eveluetion? (Check ell thet l pply) 

1. /1 

2. /1 

3. D 

Yer, en eveluetion her been completed 
(CO TO QUESTION 14) 

Yer, en l valuation ir in progreee 
(I.20 TO QUESTION 15) 

No l valuation her been ude or ir in 
progrere (CO TO QUBSTION 17) 

14. Her thie l valuation been documented? (Check 
One) (25) 

I. L7 Yea (PLEASE SEND US A COPY) 

2. /7 No 

15. Ubich of the l ctivitiee indiceted in question 7 
were/arc being cvelueted? (Check ell the;2;p;:;) 

1. /7 A 

2. 17 B 

3. /7 c 

4. /7 D 
5. /1 E 

6. /7 Other(e) (plaeee l pecify) 

1. /1 

2. /1 

3. /7 

4. /1 

5. /1 

6. /1 

7. /1 

0. f3 

ii2;391 

Quelity of care 

phyeicien productivity 

Length of l tey 

Frequency of leboretory acrvicer 

Coet per edmieriou 

Coet l e neeured by other meene 
(specify) 

Student’e l rereneee or concern ebout 
medial cere coete 

Other (epecify) 

17. If you vould like to meke l ny comenta l bout 
evelueting your coet containment program, 
pleere do eo here. (40) 

57 
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18. LI.Lea Delow .re . nlmmcr or proDlcav cn*c 
could have been encountered in implementing 
and/or operating the cost contilnmant program. 
Please indicate to what extent each MS 1 
problem for your program. 

21. What will be the effect of the above changes 
on contact hours? (Check one) (54-57) 

1. u Increase total cost containmrnt 
training by contact hours 

2. I/ Decrease total cost containment - 
training by contact hours 

3. 17 Not change the total number of - 
contact hours 

(Check one box for 
each problem) 

9. Other (specify) 

! i ’ 
i (49) 

If you hew any documentation which rcflectr this 
we vould appreciate a copy. 

19. Are there any changer 
containment program? 

planned for your cost 
(Check one) (50) 

1. /1 Yea (CO TO QUESTION 20) 

2. /1 No (GO TO QUESTION 35) 

20. If you have specific change@ planned pleaae 
indicate in which of the following areas such 
changes will take place. (Check all th.s;5;p;a’ 

1. D Discontinue the program 

2. 17 Exclude some feature8 or activities 
ncu in the program. Please lirt. 
Refer to activities liated in 
question 7. 

22. 

NON GO TO QUESTION 35 

Lilted below are a number of problem that 
could prevent the ertablishment of a coat 
containment education/training program. 
Please indicate to what extent each Van a 
problem for you. 

(Check one box for 
each problem) 

available trai 

(58) 

(59) 

(60) 

(61) 

(62) 

(63) 

(64) 

(65) 

3. /1 Add new featurea or activities to the 
program. Please list. 

58 

If you have any documentation which reflecta thin 
we would appreciate a copy. 

If you do not currently have a program and are not 
planning one at this time GO TO QUESTION 26. 
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PROGRAMS IN PUNNING STAGE (Quertione 23-25) 

23. When will thir program be implemented7 (67-70) 

,19 
(month1 (year 1 

24. Briefly state the major objectivee of your coat 
cont*inment treining progr*mr. ( 71) 

25. Conrider both the required end elective coat 
containment education to be provided to your 
undergreduete medical rchool rtudentr. Approxi- 
mately hgv meny contect houre of each will be 
provided during the firrt 2 yeerr end how may 
during the lert 2 yeerr of the etudcnt’r educe- 
tion? (*lo) 

29. How many rtudantr who graduated in rchool year8 
1978-79 end 1979-00 hew perticipeted in thir 
diecontinued COIC conteinment progreml (If the 
progrem wee diecontinued before l ny of there 
graduatea could heve perticipeted ineert N/A). 

Lirtcd below ere l number of probleme which 
could heve contributed to your diecontinuing 

to whet extent eech did contribute, 

remurcea I (33) 
2. Lack of time in I I I I 

curl: icu lum 
3. Lack of reedily 

$34) 

l veileble treining 

rerirtence (39) 
8. Belief that coet NO CUBRBWf PROGRAM 

26. Did your rchool ever offer coot containment 
treining to itr medial etudcntr and then dir- 
continue it? (Check one) (18) 

1. /1 Yea (GO TO QUESTION 27) 

2. L7 No (CO TO QUESTION 35) 

DISCONTINLJED PROGRAMS (Quertionr 27-34) 

27. When did thir progrem originelly begin? (19-22) 

(month) (year 1 

28. When wee thir program diecontinued? (23-26) 

(month) (year) 

If you heve eny document&ion vhich reflect this 
we would eppreciate l copy. 

31. Her the effectivaneer of thir diecontinued 
program been evelueted? (Check one) (42) 

1. / Yer, en eveluetion bee been completed 
(GO TO QUESTION 32) 

2. /1 Yes, en l valuation ir in progrerr 
(CO TO QUESTION 33) 

3. /1 No evaluation har been mede or ir in 
progreee (GO TO QUESTION 34) 
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32. Iiar thir evaluation bera docuwat8dT (Check 36. If you have l ny l dditionel comenta you would 
OW) (43) like to rke, please do eo here. (54) 

1. /‘7 Yer (PLEAa SXND ;s A COPY) 

2. /1 No 

33. Which of the folloving mumurea have been ueed 
in the evaluation? (Cback all that l pply) 

1. / 

2. /7 

3. fl 

4. /1 

5. /1 

6. /1 

7. /7 

8. 17 

w-51 1 

Quality of cere 

Phyaicien productivity 

Length of rt&y 

Frequency of leboretory servicer 

Coat per admierion 

Coat l mearured by other YUL~ 
(rpuify) 

Studaat’r auuaa~~ or concern abarr 
-dice1 cure coete 

Other (specify) 

34. If you would like to ti any cmtr about 
evaluating your coat coatainmnt program, 

P 
lure 

do so bare. 52) 

35. Would you like to receive l copy of our final 
report on tbir rtudy? (check cne.1 03) 

1. 17 Yer 
2. / no 

60 
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GAO QUESTIONNAIRE MAILED TO DIRECTORS 

OF U.S. RESIDENCY TRAINING PROGRAMS 

In late 1980, we mailed questionnaires (see pp. 73 to 92) 
to a statistical sample of directors of U.S. residency training 
programs. The questionnaire was designed to: 

--Determine the number of residency training programs that 
provide cost-containment training to residents. 

--Determine the number of residents who received the training. 

--Identify the scope and content of the training; i.e., when 
the training is offered and what techniques are taught. 

--Identify the effects of the training; e.g., dollar savings, 
increased physician productivity. 

--Identify the resources required to provide the training. 

--Identify problems that medical schools encountered in 
offering the training. 

METHODOLOGY 

The universe of residency training programs was determined 
using the "1980-1981 Directory of Residency Training Programs" 
accredited by the Accreditation Council for Graduate Medical 
Education l/ published by AMA, and the "1980-1981 Directory of 
Residency Training Programs in Emergency Medicine," which listed 
all approved emergency medicine residency training programs for 
academic year 1980-81. The originial universe and sample size 
were: 

L/In 1981, the name was changed from the Liaison Committee 
?n Graduate Medical Education. 

61 
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Original universe and 
sample size Universe 

Sample 
size 

Residency training programs: 
Accredited by the Accreditation 

Council for Graduate 
Medical Education (ACGME) a/4,634 400 

Approved by the Liaison 
Residency Endorsement 
Committee (note b) c/ 46 4 

Total 4,680 404 

a/This does not include flexible programs because such programs 
are sponsored by at least two accredited residency programs. 

b/These programs will be eligible for accreditation by ACGME 
upon application to the Residency Review Committee in Emergency 
Medicine, which was approved in May 1981, according to the Ex- 
ecutive Director, American Board of Emergency Medicines. 

c/This does not include one approved emergency medicine residency 
training program in Canada. 

The sample size was selected to result in sampling errors of 
no more than + 5 percent at the 95-percent confidence level. The 
sample was selected using generally accepted statistical tech- 
niques. 

After three followups, we received 348 responses, an‘86.10 
percent response rate. Ten responses (2.0 percent) were excluded 
because the residency program director refused to provide the 
requested information. This resulted in a net response of 338 
for an 83.7-percent response rate and an adjusted universe of 
3,915. A/ Our results are projections of the adjusted universe 
based on the sample results. 

l/The sampling error of this estimate at the 95-percent confidence 
level is 161. That is, we are 95-percent confident that the 
actual number of responses from the original universe of 4,680 
would range from 3,754 to 4,076. . 
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SUMMARY OF RESPONSES 
TO SELECTED QUESTIONS 

The projections for specific questions are shown below. 

Question 3: Does your residency program currently provide cost- 
containment training to your residents? 

Answer: 
Projected 

residency programs 
Sampling 

Yes 

Number 

2,154 

error 

199 

No, but we are 
planning to 
do so 324 110 

No, and we are 
not planning 
to do so at 
this time 1,344 190 

Question 2: How many residents in this residency program 
became board eligible or terminated their 
training in each of the following years? 

Question 4: Of the residents you listed in question 2, 
how many received cost-costainment training? 

. 
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Answer: 

1978-79 
SZllU- 

Year 
1979-80 

Sam- 
1980-81 

Sam- 
-Esti- pliw Esti- Pl iw Esti- pling 
mate error mate error mate error 

Number who 
became board 
eligible or 
terminated 
their train- 
ing 15,637 1,606 16,529 1,670 

Number who 
received 
cost-contain- 
ment training 8,896 1,571 9,892 1,658 

Percentage who 
received 
cost- 
containment 
training 56.9 11.5 59.9 11.1 

16,992 1,791 

10,367 1,723 

61.1 11.6 

Question 5: Which of the following describes the overall structure 
of your cost-containment training program? 

Answer: 
Projected 

residency programs 
Sampling 

Number error 

The residency program has a structured 
identifiable cost-containment program 
where the specific cost-containment 
training activities are planned in 
advance 208 90 

The residency program has a cost-contain- 
ment program which is not structured 
and which basically relies on the use 
of cost-containment training activities 
as the need or situation arises 1,888 200 
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Qzstion 8: lb what extent did each of the fgliowing influence your prcgran to begin 
axt-containment training? 

iwx2w.x : 

responded to this mzderate extent great extent 
question Percentage Error Percentage Error 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

Urging of hospital 
acMnistration 

Interest of one 0~ 
a few residency 
program staff 
members 

Urging of a::filiated 
medical s&ml 
afninistration 

Uging of Federal 
Qmerrment 

Wailability of 
Federal funds 

Uqing of State 
guvemnent 

Availability of 
State akemk 

Btential or existing 
leqislation or 
regulations 

Urging of third-party 
payers 

Other 

1,830 82.278 5.709 17.722 5.709 

1,865 53.416 7.388 46.584 7.388 

1,784 

1,772 

1,795 

1,772 

1,749 

1,784 

1,703 

753 

94.805 3.361 5.195 3.361 

92.157 4.685 7.843 4.085 

87.097 5.061 12.903 5.061 

93.464 

97.351 

3.756 6.536 3.756 

2.456 2.649 2.459 

88.312 4.866 11.688 4.866 

87.075 5.202 12.925 5.202 

6.154 5.628 93.846 5.628 
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Qlestion 11: tbw mti emphasis is placed on each of the following subject areas in your residency progran’l 
cost-containrwt training? 

Projected residency pmgruus 
hi ttle or no to SW&antial to - 

moderate emphasis great e@asis 
m. who wuld -pilWl -f&W 

have responded 

1. historical data on increases in 
medical care cost 3,359 

2. Factors that have contributed 
to increasing costs 3,081 

3. RAe of third-party payers in 
contributing to medical care 
oxt increases 3,208 

4. Federal prograns designed to 
contain cost increases 
(PSHO, medical care payment 
limits) 3,220 

5. Scheduling hospital adnissions 
to ensure efficient and 
econanic use of hospital 
facilities 2,826 

6. Ehysicians’ role in generating 
cats 2,583 

7. Patential of physicians for 
controlling cost increases 2,537 

8. I0le and responsibility of 
physicians for cost contain- 
ment 2,456 

9. Techniques for establishing 
reasonable physician fees 3,266 

Percentage 

77.914 

57.396 

68.902 6.922 31.098 6.922 

68.485 6.926 31.515 6.926 

46.108 7.356 53.892 7.356 

31.176 6.750 68.824 6.750 

28.824 6.596 71.176 6.596 

25.444 6.356 74.556 6.356 

73.006 6.663 26.994 6.663 

error Percentage error 

6.231 22.086 6.231 

7.270 42.604 7.270 

10. Criteria for selecting the 
most appropriate locations 
for care (e .g . , hospital, 
physician* s off ice, out- 
patient clinic, extended 
care facility) 

11. Techniques and cost-saving 
potential of preadmission 
bspital testing 

12. Techniques for analyzing and 
assessir-g the needs and 
cost effectiveness of 
hospital ancillary services 

2,977 53.892 7.367 46.108 7.367 

3,162 61.538 7.155 38.462 7.155 

3,185 68.712 6.955 31.288 6.955 
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Projected residency programs 
Lrttle or no to Substantral to 

mcderate emphasis great 6nphasis 
tQ.whowould SamPllng Sunpling 

have responded 

2,652 

2,722 

error 

6.823 

Percentage 

33.14 

39.861 

Percentage 

66.860 

error 

6.823 

7.194 60.119 7.194 

13. 

14. 

15. 

Benefits/cost of diagnostic 
tests 

Faniliarization with the 
costs of diagnostic tests 

Post-diagnostic/treabnent 
assessment of patient 
care cost 3,174 69.136 6.951 30.864 6.951 

Apprcpriate use and costs for 
x-rays 2,861 46.154 

Benefits/cc&s of drugs 2,977 55.758 

Wlationship of quality and 
CSXtS 2,790 42.857 7.275 57.143 1.275 

7.312 53.846 7.312 

7.388 44.242 7.388 

16. 

17. 

18. 

19. Efficient use of parapro- 
fessionals and other 
health markers 

Length of stay planning 

lkchniques for medical acdit 
ax3 utilization review 

Criteria for selecting the 
mxt appropriate level of 
hospital care (e.g., in- 
tensive care, standard 
care, emergency roan care) 

Preventive medicine as a way 
to contain health care cost 

3,127 64.634 

2,664 42.857 

3,069 62.577 

7.145 

7.433 

7.251 

35.366 

57.143 

37.423 

7.145 

7.433 

7.251 

20. 

21. 

22. 

2,896 53.374 7.463 46.626 7.463 

3.091 64.198 7.208 35.802 7.208 
23. 

,: :. 
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Westion 18: Listed belowarea nunberofpmblens that could havebeenencounteredini@ementing 
d/or cperating the ccst-contaent prcqra\. Please indicate to what extent each 
wasapr&lenforywrresidencypmgran. 

Jnswx : 

Projected Residency Prqrmrs That Offer Ccst-Ccntairment Training 
Little or no to Substantial to 

mderate enphasis great eqhasis 
@D.whokl~uld SanPllng -Plw 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

haveresponded Percentage 

Lack of financial resources 1,737 78.667 

Lackoftimein residency 
training progran 1,807 

Iack of readily available train- 
irqmaterial 1,795 

Lack of trained instructors 1,703 

Senior staff resistance 

Fwident resistance 

ministration resistance 

Belief that a>st-containment 
prugran has noeffect 

Other 

1,772 

1,772 

1,761 

1,749 

46 

76.923 6.340 23.077 6.340 

76.774 6.375 23.226 6.375 

77.070 6.668 22.930 6.668 

96.732 2.702 3.268 2.702 

97.386 2.425 2.614 2.425 

98.684 1.737 1.737 

95.364 

25.000 

error Percentage 

6.287 21.333 

3.216 3.216 

46.821 75.000 

error 

6.287 

3.216 

46.821 
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westion 22: Listed below are a nunber of problens that could prevent the establishment of a cost-contaimnent 
education&raining progran. Please indicate to what extent each was a problem for m. 

Pnsux : 
Projected Residency Programs That Plan To Offer Cost-Containment Training 

Little or no to Substantial to 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

Lack of financial resources 1,066 

Lack of time rn residency 
training program 

Iack of readily available 
training material 

Lack of trained instructors 

1,077 49.462 9.766 50.538 9.766 

Senior staff resistance 

Resident resistance 

Mministration resistance 

Belief that cost-contairnmznt 
progran has no effect 

Other 

1,089 34.043 9.206 65.957 9.206 

1,124 30.928 8.838 69.072 8.838 

1,019 96.591 3.645 3.409 3.645 

1,019 94.318 4.650 5.682 4.650 

1,019 97.727 2.993 2.273 2.993 

1,042 81.111 7.773 18.889 7.773 

93 0.000 0.000 100. Coo 0.000 

ND. who would 
have responded 

moderate emphasis great wphasis 
Sanpling Sampling 

Percentage error Percentage error 

60.870 9.585 39.130 9.585 
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Residency programs whose cost-containment training consisted of 
the following types of activities. (Refers to question 7(2)) 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

Course 

Routine clinical training 1,297 188 

Special feature. (e.g., seminar, 
workshop) 

Course and routine clinical 
training 

Course and special feature 

Routine clinical training and 
special features 

Course, routine clinical train- 
ing I and special feature 

Projected 
residency proqrams 

Sampling 
Number error 

35 37 

104 64 

46 43 

475 130 

23 31 

104 64 
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Number of residency programs that used the following instruc- 
tional methods. (Refers to question 7(4)). 

Projected 
residency programs 

Sampling 
Number error 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. Other 

Classroom lecture 

Discussion group 

Ward rounds 

Grand rounds 

Clinical-pathologic conference 

Management conference 

Inpatient chart audit 

Ambulatory patient chart audit 

Individual or group field 
exercise 

Special medical care evaluation/ 
cost studies 

Case studies 

Programed instruction/ 
self-study 

71 
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1,344 190 

1,320 189 

1,216 185 

741 157 

1,019 175 

718 155 

614 145 

394 120 

324 110 

649 149 

278 103 

429 125 

834 164 
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Question 7(5): During which year of the resident's training 
is this activity taken? 

Answer: 

1. 

2. 

3. 

4. 

First year 

Second year 

Third year 

Fourth or subsequent 
year 

5. Throughout the residency 
program 

6. Other 

. Projected 
residency programs 

Sampling 
Number error 

869 166 

1,112 180 

266 101 

1,726 198 

1,865 200 

359 115 

Estimate of residency programs with required or elective activi- 
ties. (Refers to question 7(6)). 

1. Required 1,865 200 

2. Elective 116 68 

3. Required for some and 
elective for others 116 68 

Estimate of residency programs that have activities they classify 
as a permanent part of the residency training program or a de- 
velopmental/research endeavor. (Refers to question 7(12)). 

1. <Permanent part of residency 
training program 1,888 200 

2. Developmental/research 
endeavor 139 74 

. 
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U.S GENERAL ACCOUNTING OFFICE 

SURVEY OF RESIDENCY PROGRAM COST 
CONTAINMENT EDUCATION PROGRAMS 

INTRODUCT ION -- 

The purpose of this questionnaire is to deter- 
mine what residency programs have done about offering 
coet containment education to residents. By cost 
containment education we mean education/training in 
the techniques for providing quality medical care at 
the lowest possible cost. We are interested in 
current, discontinued snd planned education programs. 
The questionnaire seeks to obtain the type and extent 
of these programs and the effects of the training. 

The information you provide on this form should 
be limited to the cost containment training which 
is provided to the residents of the residency pro- 
gram mentioned in the attached label. It is expected 
that the training received by these residents would 
be provided (1) on a hospital wide basis where all 
residents would be able to participate, (2) within 
the residency program and/or (3) by several residency 
programs working together to train their residents. 

The questionnaire is arranged in a way which 
instructs you to skip questions vhich are not 
relevant to your program. We realize that to fully 
answer this questionnaire several individuals may 
have to be involved. We ask that you identify who 
we can contact for further information. 

1. Please provide the name, title and telephone 
“umber of the person we should contact if 
further information,is required. 

(NAME) 

(TITLE) 

(AREA CODE) (TELEPHONE NUMBER) 

ID (l-3) 

Card (4-S) 

TRAINING ACTIVITIES 

A cost containment education program CB” be 
carried out by using training activities such as 

(1) co”rses, 
(2) routine clinical training (grand rounds, 

patient management conferences, etc.) and 
(3) special feetures (seminars, symposia, 

workshops, lecture series, etc.). 

These activities may be designed solely for the 
purpose of cost containment training (e.g., a 
course in cost containment techniques) or may be 
devoted only in part to cost containment training 
(e.g., a single session devoted to cost containment 
in 8 course or series of management conferences). 
The content of the activities may be planned (e.g., 
following a syllabus in a course) or not planned 
(e.g., discussions during ward rounds). 

INSTRUCTIONAL METHODS 

The training activities can be conducted by 
using a variety of instructional methods which are 
listed below. In answering this questionnaire you 
will need to consider these instructional methods. 

1. Clessroom lecture 
2. Discussion group 
3. Ward rounds 
4. Grand rounds 
5. Clinical - pathologic conference 
6. Management conference 
7. In-patient chart audit 
0. Ambulatory patient chart audit 
9. Individual or group field exercise 

10. Special medical care evaluation/cost studies 
11. Case studies 
12. Programmed instruction/self study 

73 



APPENDIX II APPENDfIX Ii 

. How many residents in this residency program 
became board eligible or terminated their 
training in each of the following years? 

Number who became 
board eligible 

6-8) 

12-14) 

3. Does your risidency program currently provide 
cost containment training to youi residents? 
(Check one) (15) 

1. /T Yes (CO TO QUESTION 4) - 

2. / No, but we are planning to do so 
(CO TO PAGE 19, QUESTION 23) 

3. / No, and we are not planning to do so 
at this time. (GO TO PAGE 18, 
QUESTION 22) 

4. Of the residents you listed in question 2, how 
many received coot containment training? 

Number who received 
Yem cost containment training 

1978-79 (16-M) 

1979-80 (19-21) 

1980-81 (expected) ;22-24) 

5. Which of the following dewribel the overall 
structure of the coat containremt program you 
currently have? (Check one 1 (25) 

1. m The residency program has a structured 
identifiable coat containmt program 
where the specific cost containment 
training activities are planned in 
advance 

2. /1 Th e residency program her a cost con- 
tainment program which ir not structured 
and which basically relies on the we 
of coat containment training activities 
88 the need or situation arises. 

6. Consider the various training activities (e.g., 
courae~, segments of course*, routine clinical 
training and apecisl features) which are used 
in your residency program to educate residents 
about containing medical care costs. 

HOW many different training activities do you 

currently have in your cost containment program? 

activities (26-27) 

7. For each activity you can identify please supply 
the information requested on one of the 
following pages (Labeled A - E) 

If you have mare than 5 such activities please 
reproduce pages 13 and 14 8s many tinms 8s you 
need to, fill out the pages, label them F, C, 
H..., and attach them to the questionnaire. 
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7. 

(1) 

(2) 

(3) 

(4) 

q A 
Title of activity (if any): 

What type of activity is this? (Check one) 
(28) 

- 
1. I I Course - 

2. I/ Routine clinical training (grand - 
rounds, patient management conferences, 
etc.) 

3. fl Special feature (seminar, symposium, 
workshop, lecture series, etc.) 

What are the cost containment objectives of 
this activity? (29) 

Indicate the instructional method(s) that 8re 
used to conduct this activity. (Check 8s many 
8s apply) (30-42) 

1. m 

2. Q 

3. / 

4. m 

5. fl 

6. 17 

7. 1_l 

a. 1_7 

9. L! 

10. 1_7 

11. L7 

12. /7 

13. r7 

Classroom lecture 

Discussion group 

Ward rounds 

Grand rounds 

Clinical - pathologic conference 

Management conference 

In-patient chart audit 

Ambulatory patient chart audit 

Individual or group field exercise 

Special medical care evaluation/cost 
studies 

Case studies 

Progranssed instruction/self study 

Other (specify) 

(5) During which year of the resident’s training 
is this activity taken? (Check all that apply) 

(43-48) 

1. m 

2. l-7 - 

3. I7 - 

4. l-7 - 

5. 17 
6. Q 

First year 

Second year 

Third year 

Fourth or subsequent year 

Throughout the residency program 

Other (specify) 

(6) Is this activity required or elective? (49) 
(Check one) 

1. 0 Required 

2. / Elective 

3. I/ Required for some and elective for - 
others 

(7) Can you estimate the number of contact hours 
of cost containment training each resident 
receives in this activity during his/her 
residency? (Check all that amply) (50-53) 

1. /7 Yes (Please indicate) - 

hours 

2. i---i No. the training is too well inte- - 
grated with other ectivities (54) 

3. c No, contact time is dependent upon 
interests and available time of 
supervisory staff or residents (55) 

4. c No (specify) 

(56) 

(8) Does this activity have a syllabus or outline 
which is followed? (Check one) (57) 

- 
1. / / Yes (Please send us a copy with - 

your return) 

2. I/ No - 

(9) To which residents is this activity provided/ 
available? (Check one) (58) 

1. c All hospital residents 

2. - L_/ Residents in this residency program 
only 

3. c R esidents in this residency program 
and some other residency programs 
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(10) 

(11) 

(12) 

(13) 

Hov meny residcntr in the reridcncy program 
Dieted on the 14bel on p4ge 1) vho bcc4r 
bo4rd eligible or termiruted their tr4ining 
in 1978-79 4nd 1979-80 h4ve p4rticip4ted in 
thir 4ctivity 4nd hov mny reeidentr vho vi11 
become bo4rd eligible or vi11 terminate their 
tr4ining in 1980-81 do you ertivte vi11 h4ve 
psrticiprtcd in thir 4citvityl 

(14) 

Is thir rctivity currently being funded (in 
part or entirely) by l ourcee outride of your 
inetitution? (Check one) (68) 

1. / Yes 

2. /7 no 
Ie this l ctivity currently clereified 44 4 

perrmnent p4rt of the reridency tr4ining progr4m 
or 4 devclopmcnt4l/rere4rch endelvor? (Check 
one) 

1. lT 

2. /1 
Wh4t will 

(69) 

Pcrm4nent p4rt of reridency tr4ining 
progr4m 

Dcvelopment4l/reec4rch ende4vor 

prob4bly be the l t4toe of thin 
4ctivity 3 ye4rr from nod (Check one) (70) 

1. /1 Pernunent p4rt of reridency tr4ining 
progrem 

2. /1 Dwclopmat4l/reee4rch ende4vor 

3. /1 Terminrted 

4. /1 Other (specify) 

If there ie 4nything l lee you vould like to 
tell ue 4bout thie 4ctivity, ple4rc do eo 
here. (71) 
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7. 

(1) 

(2) 

(3) 

(4) 

cl B 
Title of activity (if any): 

What type of activity is this? (Check one) 
*2 (28) 

1. fl Course 

2. /! Routine clinical training (grand - 
rounds, patient management conferences, 
etc.) 

3. // Special feature (seminar, symposium, - 
workshop, lecture series, etc.) 

What are the cost containment objectives of 
this activity? (29) 

Indicate the instructional method(s) that are 
used to conduct this activity. (Check as many 
as apply) (30-42) 

1. fl 

2. fl 

3. / 

4. / 

5. 0 

6. fl 

7. fl 

8. g 

9. 17 

10. 17 

11. L7 

12. 1-J 

13. l-i - 

Classroom lecture 

Discussion group 

Ward rounds 

Grand rounds 

Llinical - pathologic conference 

Management conference 

In-patient chart audit 

Ambulatory patient chart audit 

Individual or group field exercise 

Special medical care evaluation/cost 
studies 

Case studies 

Programmed instruction/self study 

Other (specify) 

(5) During which vear of the resident’s training 
is this activity taken? (Check all that apply) 

1. LIZ7 
2. / 

3. il 
4. fl 

5. / 

6. fl 

(43-48) 

First year 

Second year 

Third year 

Fourth or subsequent year 

Throughout the residency program 

Other (specify) 

(6) Is this activity required or elective? (49) 
(Check one) 

1. I! Required - 
- 

2. / 1 Elective - 

3. fl Required for some and elective for 
others 

(7) Can you estimate the “umber of contact hours 
of cost containment training each resident 
receives in this activity during his/her 
residency? (Check all that apply) (50-53) 

1. fl 

2. I7 - 

3. 1_l 

4. p 

(8) Does this 

Yes (Please indicate) 

hours 

NO, the training is too well inte- 
grated with other activities (54) 

No, contact time is dependent.upon 
interests and available time of 
supervisory staff or residents (55) 

No (specify) -- 

:56) 

activity have a syllabus or outline 
which is followed? (Check one) (57) 

1. 17 Yes (Please send us a copy with 
your return) 

2. I! No - 

(9) To which residents is this activity provided/ 
available? (Check one) (58) 

1. /T All hospital residents - 

2. 17 Residents in this residency program - 
only 

3. /7 Residents in this residency program 
and some other residency programs 
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(10) How uny rcaidentr ia the raridcncy progrsm 
Oietcd on the lebel on pep 1) ubo becer 
boerd eligible or tetiaatcd their treiaing 
in 1976-79 end 1979-80 heve puticipeted in 
thie l ctivity end bou uny remidanta who will 
becor boerd eligible or vi11 termhate their 
training in 1960-61 do you eetiute will beve 
perticipeted in tbie l citvity? 

(14) If there ir l nything elm you would like to 
tell UI About thir activity, pleam? do so 
here. (71) 

kmber of boerd eligible 
Yerr or terminetcd who perticipeted 

1976-79 39-61, 

1979-60 (62-64) 

1960-61 (expected) E65-67) 

(11) II this l ctivity currently being funded (in 
pert or e’atirely) by l ourcea outride of yout 
institution? (Check one) (66) 

1. /7 Yem 

2. 17 No 
(12) Is this Activity currently cleeeified l a l 

perrncnt pert of the rtridcncy treining pro6ru 
or l developmtel/rereerch endeevor? (Check 
OIW) (69) 

1. /7 Per-nent pert of residency treining 
program 

2. 17 D evelopmentel/reeeerch endeevor 

(13) Whet will probebly be the rtetur of this 
activity 3 yeerr from now? (Check one) (70) 

1. /7 Permenent pert of residency training 
program 

2. /7 Developwntel/reaeerch endeevor 

3. /7 Termineted 

4. /1 Other (specify) 
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7. 

(1) 

(2) 

(3) 

(4) 

Ll C 
Title of activity (if any): 

What type of activity is this? (Check one) 
*3 (28) 

1. a course 

2. /I Routine clinical training (grand - 
rounds, patient management conf&ences, 
etc.) 

3. fl Special feature (seminar, symposium, 
workshop, lecture series, etc.) 

What are the cost containment objectives of 
this activity? (29) 

Indicate the instructional method(s) that are 
used to conduct this activity. (Check as many 
as apply) (30-42) 

1. // 

2. /7 

3. /I 

4. r7 

5. /7 

6. 17 
7. // 
8. l-i 
9. L7 

10. I7 

11. L! 

12. 17 

13. L7 

Clessroom lecture 

Discussion group 

Ward rounds 

Grand rounds 

Clinical - pathologic conference 

Management conference 

In-patient chart audit 

Ambulatory patient chart audit 

Individual br group field exercise 

Special medical care evaluation/cost 
studies 

Case studies 

Programed instruction/self study 

Other (specify) 

(5) 

(6) 

(7) 

(8) 

(9) 

During which year of the resident’s training 
is this activity taken? (Check ail that apply) 

1. fl 
2. n 
3. /7 

4. /7 

5. E7 
6. 1-7 

(43-48) 

First year 

Second year 

Third year 

Fourth or subsequent year 

Throughout the residency program 

Other (specify) 

Is this activity required or elective7 (49) 
(Check one) 

1. /1 Required 

2. / Elective 

3. // Required for some and elective for - 
others 

Can you estimate the number of contact hours 
of cost containment training each resident 
receives in this activity during his/her 
residency? (Check all that amply) (50-53) 

1. /7 

2. m 

Yes (Please indicate) 

hours 

3. n 

4. / 

No, the training is too well inte- 
grated with other activities (54) 

No, contact time is dependent upon 
interests and available time of 
supervisory staff or residents (55) 

No (specify) 

t5b) 

Does this activity have a syllabus or outline 
which is followed? (Check one) (57) 

1. /7 Yes (Please send us a copy with 
your return) 

2. 1-i No - 

To which residents is this activity provided/ 
available? (Check one) (58) 

1. /7 All hospital residents - 

2. 11 Residents in this residency program 
only 

3. Q Residents in this residency program 
and some other residency programs 
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(10) 

(11) 

(12) 

(13) 

How many residents in the reridency progr.sm 
Oisted on the label on page 1) who became 
board eligible or terminated their training 
in 1976-79 and 1979-60 have participated in 
thir ectivity and how yny residents vho will 
become board eligible or will terminate their 
training in 1960-81 do you catimate will have 
participated in thir acitvity? 

(141 If there is anything else you would like to 
tell ua about thim activity, plelrse do so 
here. (71) 

Number of boerd eligible 
Yebr or terminated who participated 

1978-79 (59-611 

1979-80 (62-64) 

1980-81 (expected) f65-671 

Ia this activity currently being funded (in 
part or entirely) by sources outside of your 
institution? (Check one) (66.1 

1. /‘7 Yer 

2. /7 No 
Is this activity currently classified ss a 
permanent part of the residency training program 
or a developiaental/rcaearch endeavor? (Check 
one ) (69) 

1. /1 Peravnent pert of residency training 
progrem 

2. /1 D evelopmsntal/research endeavor 

!&at will probably be the status of this 
activity 3 years from now? (Check one 1 (70) 

1. /1 Permanent part of residency training 
program 

2. /1 Developmental/research endeavor 

3. / Terminated 

4. /1 Other (specify) 
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7. 

(1) 

(2) 

0) 

(4) 

r-l D - 
Title of activity (if any): 

L417 i :;zL’ ui J-~.vL~: is this? (Check one) 
*4 (28) 

1. 1-i Course - 

2. z @utiale clinical training (grand 
rAln.ls, pa- icnt xuagement conferencea, 
etc.) 

3. i7 Socci !: i !tu*z ‘seminar, symporium, 
worhshop, lecture series, etc.) 

What are the cost containment objectives of 
this activity? (29) 

Indicate the instructional method(s) that are 
used to conduct this aclivity. (Check as many 
*a apply) (30-42) 

: --7 

2. /1 
3. 2 

4. /7 

5. lT 

6. i 

7. m 

8. fl 

9. /? 

10. Q 

Il. i-i - 

1:. -7 -’ 

13. fl 

rlassr.:-- ’ .cur,. 

Discussion group 

.;drY r”uLds 

Grand rounds 

Clinical - pathologic conference 

:!ana.prwnt cdcfrrcncc 

In-patient chart audit 

Ambulatory patient chart audit 

Individual or group field exercise 

Special medical care evaluation/coat 
5tllL’:. : 

Case studies 

Fr>;r-.wd i..i.i:u.r; ’ !E study 

Other (specify) 

(5) 

(6) 

(7) 

(8) 

(9) 

During which year of the rerident’a training 
is thir activity t&en? (Check all that apply) 

1. /1 
2. /7 

3. /1 

4. /1 
5. /7 
6. 17 

(43-48) 

First year 

Second year 

Third year 

Fourth or subsequent year 

Throughout the residency program 

Other (specify) 

Is this activity required or elective? (49) 
(Check one) 

1. /7 Required 

2. /1 Elective 

3. /1 Required for some and elective for 
otherr 

Can you estimate the number of contact hours 
of cost containment training each resident 
receiver in this activity during his/her 
reridency? (Check all that apply) (50-53) 

1. /-7 

2. /1 

3. z7 

4. /7 

Yea (Please indicate) 

hours 

No, the training is too veil inte- 
grated with other activities (54) 

No, contact time is dependent upon 
intereats and available time of 
supervisory staff or residents (55) 

No (specify) 

(56.1 

Doea this activity have a syllabus or outline 
which is followed? *(Check one) (57) 

1. /1 Yea (Please send us a copy with 
your return) 

2. L7 No 
To which reridentr ir this activity provided/ 
available? (Check one) (58) 

1. /1 All hospital residents 

2. 0 Residents in this residency program 
only 

3. 17 Residents in this residency program 
and some other residency programs 
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(10) How meny reJidentJ in the reridcncy progrJm 
QiJted on the lJbe1 on pJge 1) vho bccJme 
boJrd eligible or ter&utcd their frJining 
in 1978-79 and 1979-80 hJve pJrticipJted in 
this activity Jnd how llvny residents who will 
become board eligible or will terminJte their 
trlining in 1980-81 do you JetimJte will hJve 
participated in thiJ Jcitvity? 

Year 
Number of boJJd eligible 

or terminJted who PJrtiCipJtJd 
I 

(14) If there ir Jnything elre you would like to 
tell uJ Jbout this Jctivity, please do Jo 
here. (71) 

(11) IJ this Jctivity currently being funded (in 
pJrt or entirely) by l ourcer outride of your 
inJtitution? (Check one) (68) 

1. 17 Yes 
2. /7 No 

(12) IJ thir JCtivity Currently ClJJrified JJ J 
permanent pJrt of the residency training progrm 
or J developmentJl/reJeJrch l ndeJvor7 (Check 
one 1 (69) 

1. /I Peravnent pJrt of residency trJining - 
progrJm 

2. /1 DeVelOpWntJl/reJeJrCh cndervor 

(13) What will probJbly be the JtJtuJ of this 
Jctivity 3 yeJrs from now7 (Check one) (70) 

1. I7 Perllunent part of reridency trJining - 
progrJm 

2. /1 DevelopmentJl/rereJrch endeJvor 

3. 17 TerminJted - 

4. 17 Other (Jpecify) - 

. 
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(3) 

q E 
Title of activity (if any): 

What type of activity is this7 (Check one) 
*5 (28) 

1. /1 CourJe 

2. /1 Routine clinical training (grand 
rounda. patient rrmnagemnt conferences, 
etc.) 

3. /1 Special feature (acminar, symposium, 
workshop, lecture series, etc.) 

What are the cost containment objectives of 
this activity7 (291 

(4) Indicate the instructional method(s) that are 
used to conduct this activity. (Check as many 
a.9 JPPlY) (30-42) 

1. Q Classroom lecture 

2. /1 D’ iacussion group 

3. /1 Ward rounds 

4. /7 Grand rounds 

5. /1 Clinical - pathologic conference 

6. c Management conference 

7. c In-patient chart audit 

8. /7 Ambulatory patient chart audit 

9. m Individual or group field exercise 

10. 17 Special medical care evaluation/cost 
studies 

11. fl Case studies 

12. c Prograaned instruction/self study 

13. m Other (specify) 

(5) During which year of the resident’s training 
is this activitv taken? (Check all that aoolv) 

1. /1 
2. /7 

3. /1 

4. /1 
5. x7 
6. /7 

c43Xei 

First year 

Second year 

Third year 

Fourth or subsequent year 

Throughout the residency program 

Other (apec ify) 

(6) Is this activity required or elective? 
(Check one) 

(49) 

1. /7 Required 

2. I/ EIective - 

3. - r/ Required for some and elective for 
others 

(7) Can you estimate the number of contact hours 
of cost containment training each resident 
receives in this activity during his/her 
residency? (Check all that apply) (50-53) 

1. 17 Yes (Please indicate) - 

hours 

2. /! No, the training is too well inte- - 
grated with other activities (54) 

3. !/ No, - contact time is dependent upon 
interests and available time of 
supervisory staff or residents (55) 

4. /7 No (specify) 

(56) 

(8) Does this activity have a syllabus or outline 
which is followed? (Check one) (57) 

1. 17 Yes - (Please send us a copy with 
your return) 

2. 17 No - 

(9) To which residents is this activity provided/ 
available? (Check one) (58) 

1. 17 All hospital residents - 

2. /7 Residents in this residency program - 
only 

3. /1 R es1 en 8 ‘d t in this residency program 
and some other residency programs - 

. 
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(10) 

(11) 

(12) 

(13) 

How llvny reridentr in the residency program 
aiated on the label on pige 1) who became 
board eligible or terminated their training 
in 1978-79 Jnd 1979-80 hJve pJrticipJted in 
thir activity and how uny relidents who will 
becoms board eligible or will tcrminJte their 
training in 1980-81 do you estimate will hJve 
participated in thia acitvity? 

(14) If there is anything else you would like to 
tell us about this Jctivity. please do bo 
here. (71) 

Number of board eligible 
Yea or terminJted who participated 

1978-79 :59-61) 

1979-80 (62-64) 

1980-81 (expected) j65-67) 

Ia this activity currently being funded (in 
pJrt or entirely) by sources outside of your 
institution7 (Check one) (68) 

1. 17 Yes 
2. L7 No 
Is thir activity currently classified as a 
permanent pJrt of the reridency training program 
or J developmentJl/reeeJrch endeJvor7 (Check 

one ) 

1. 0 

2. /1 

What will 

(69) 

Permsnent part of residency training 
program 

DevelopmJntJl/reJeJrch endeavor 

probsbly be the l tatuJ of this 
activity 3 years from now? (Check one 1 (70) 

1, /1 p ernunent part of residency training 
progrJm 

2. /1 Developmental/research endeavor 

3. // Terminated - 

4. /1 Other (specify) 

. 
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7. 

(1) 

(2) 

(3) 

(4) Indicate the instructional method(s) that are 
used to conduct this activity. (Check as many 

, 

*I) apply1 

1. p 

2. lT 

3. /--7 

4. /I 
5. /7 

6. / 

7. L-II 

8. /1 

9 /1 

q 
Title of activity (if any): 

What type of activity is this? (Check one) 
*6 (28) 

1. /1 Course 

2. /1 Routine clinical training (grand 
rounds, patient management conferences, 
etc.) 

3. fl Special feature (seminar, symposium, 
workshop, lecture series, etc.) 

What are the cost containment objectives of 
this activity? (29) 

10. / 

11. / 

12. rl 

13. D 

(30-421 

Cl*ssroom lecture 

Discussion group 

Ward rounds 

Grand rounds 

Clinical - pathologic conference 

t4snagement conference 

In-patient chart audit 

Ambulatory patient chart audit 

Individual or group field exercise 

Special medical care evaluation/cost 
studies 

Case studies 

Programned instruction/self study 

Other (specify) 

.:’ 

(5) During which year of the resident’s training 
is this activity taken? (Check all that apply) 

(43-46) 

1. /7 

2. / 

3. !I 
4. / 

5. / 

6. fl 

First year 

Second year 

Third year 

Fourth or subsequent year 

Throughout the residency program 

Other (specify) 

(6) Is this activity required or elective? (49) 
(Check one) 

1. /! Required - 

2. I! Elective - 

3. u Required for some and elective for 
others 

(7) Can you estimate the number of contact hours 
of cost containment training each resident 
receives in this activity during his/her 
residency? (Check all that apply) (50-53) 

1. 17 Yes (Please indicate) 

hours 

2. /7 

3. /? 

4. l-7 - 

(8) Does this 

No, the training is too well inte- 
grated with other activities (54) 

No, contact time is dependent upon 
interests and available time of 
supervisory staff or residents (55) 

No (specify) 

activity have a syllabus or outline 

(56) 

which is followed? (Check one) (57) 

1. // Yes (Please send us a copy vith 
your return) 

2. 17 No 

(9) To which residents is this activity provided/ 
available? (Check one) (58) 

1. z All hospital residents 

2. // Residents in this residency program - 
only 

3. 17 R esidents in this residency program 
and some other residency programs 
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(10) How many remidentr in the raidency progrJm 
QiJted on the 1Jbel on pigc 1) who becJllp 
boJrd eligible or tcrminJted their trJining 
in 1970-79 Jnd 1979-80 hJvJ pJrticipJted in 
thir Jctivity Jnd how ~lny reridente who will 
become board eligible or’vill terminJte their 
treining in 1980-81 do you ertivte will hJve 
pJrticipJted in thir l citvity? 

(16) If there is anything elre you would like to 
tell UI Jboot thir ectivity, pleJre do so 
here. (71) 

Number of board eligible 
YeJr or terminJted vho pJrticipJted 

1976-79 (59-61) 

1979-80 (62-64) 

1980-81 (expected) 165-67) 

(11) II thir activity currently being funded (in 
part or entirely) by murcee outside of your 
institution? (Check one) (68) 

1. / Yes 

2. /7 No 

(12) Is this activity currently clJJrified Js J 
peaunent pJrt of the raridency training progrJm 
or J developmJntJl/rereJrch endeJvor? (Check 
one ) (69) 

1. /1 Permanent pJrt of residency training 
program 

2. fl DevelopmentJl/reseJrch endeJvor 

(13) WhJt will probJbly be the status of this 
Jctivity 3 yeJrs from now? (Check one) (70) 

1. /1 Peraunent part of residency training 
progrJm 

2. /1 DevelopmentJl/rereerch endeavor 

3. m Terminated 

4. /1 Other (specify) 

. 
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9 

10 

8. To what extent did each of the following influence YOU to begin cost containment training? 
(Check one for each item.) 

In WhJt yeer did the reridency program begin 
cost contsinment training? (16-17) 

Year 19 

Briefly stete the major objectives of your cost 
containment training progrem(a)? (18) 

I I I I J 
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11. How nuch emphaaie ir placed on each of the followng subject areas in your cost containment program? 
(Check one box for each rrea.) 
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12. For each year listed below please indicate the amount of iunding received from each funding source to 
run your cost containment program. Estimate if necessary. Insert “0” if no funds were received from 
that source. Prorate cost if there is more than one program in the hospital/clinic vhich has shared the 
cost of developing cost containment programs. 

13. Haa the effectiveneas of your coat containment 
program been evaluated? (Check one) (42) 

1. fl Yea, an evaluation has been 
completed (GO TO QUESTION 14) 

2. / Yes, an evaluation is in progress 
(GO TO QUESTION 15) 

3. / No evaluation has been made or is 
in progress (GO TO QUESTION 17) 

14. Has this evaluation been documented? (Check one) 
(43) 

1. / Yea (PLEASE SEND us A COPY) 

2. I7 No - 
15. Which’of the activities indicated in question 7 

ware/are being evaluated? (Check all that 
apply) (44-49) 

1. /7 A - 
2. / B 

3. / c 

4. / D 

5. I7 E - 

6. / Other(s) (please specify) 

16. Which of the following measure8 have been used 
in the evaluation? (Check all that apply) 

(50-57) 

1. / Quality of care 

2. / Physician productivity 

3. / Length of stay 

4. / Frequency of laboratory services 

5. / Cost per admission 

6. - r/ Cost as measured by other means 
(specify) 

7. m Resident’s awareness or concern about 
medical care costs 

0. /! Other (specify) - 

17. If you would like to make any comments about 
evaluating your cost containment program, 
please do so here. (58) 
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. 
18. Listed below are a number of problema that 21 

could have been encountered in iaplcanting 
and/or oporrting the cost containmant program. 
Pleare indicate to what extent each was a 
problem for your program. 

0 

(Check one box for 
each problem) 

1. Lack of 
f inane ial 
resource8 (591 

2. Lack of time in 

OtherTap& 9. i fy~) 

,:67) 

If you have any documentation which reflects thin 
WC would appreciate a copy. 

19. Arc there any changes planned for your cost 
containment program? (Check one) (681 

1. /7 Yes (GCI TO QUESTION 20) 

2. /7 No (GO TO QUESTION 351 

20. If you have specific changer planned please 
indicate in vhich of the following areas such 
changes will take place. (Check all that apply) 

(69-71) 

1. / Diacontinue the program 

2. /7 Exclude some features or activities 
now in the program. Please list. 

If you have any documentation which reflects this 
we would appreciate a copy. 

If you do not currently have a program and are . . 
Refer to activities listed in question 7. not planning one at this time GO TO QUESTION 26 -’ 

22. 

What will be the effect of the above changes 
on contact hours? (Check one) (72-751 

1. / Increase coat containment training 
by contact hourr 

2. /I D ecrease coat containment training 
by contact hours 

3. /-7 Not change the number of contact 
hours 

IF YOU ClJRR!WILY HAVE A COST CONTAINKFBT PRO- 
GRAM GO TO QDESTION 35. 

Listed below are a number of problema that 
could prevent the establishment of a cost 
containment education/training program. 
Please indicate to what extent each was a 
problem for you. 

(Check one box for 
each problem) 

*10 
(6) 

3. /7 Add new features or activities to the - 
program. Pleaee list. 

. 
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PROGRAMS IN PLANNING STAGE (Questions 23-25) 

23. When will this program be implemented? 

19 (15-18) 
(month) (year) 

24. Briefly state the major objectives of your 
cost containment training programs. (19) 

25. During what year(s) will your cost containment 
training be provided to your residents? 
(Check all that apply) (20-25) 

1. / 

2. / 

3. / 
4. /I - 
5. I7 

6. /7 

First year 

Second year 

Third year 

Fourth or subsequent years 

Throughout the residency program 

Other (specify) 

NO CURRENT PROGRAM 

26. Did your residency program ever offer cost con- 
tainment training to its residents and then 
discontinue it? (Check one) (261 

1. / Yes (GO TO QIJMTION 27) 

2. 1-i NO - (GO TO QUESTION 351 

DISCONTINURD PROGRAMS (Questions 27-34) 

21. When did this program originally begin? 

(month) 
19 (27-30) 

(year) 

28. When was this program discontinued? 

(month) 
19 (31-34) 

(year) 

‘29. 

30. 

How many residents in this program who became 
board eligible or terminated their training in 
1978-79 and 1979-80 have participated in this 
discontinued cost containment program? (If 
the program was discontinued before any of 
these graduates could have participated insert 
N/A. 1 

1 ~~~~~a~fd”~~~dp’.~~~~~~~ted izllllil ili,l:: 

Listed below are e number of problems which 
could have contributed to your discontinuing 
your cost containment program. Please indicate 
to what extent each did contribute. 

resources 
2. Lack of time in 

residency training 
program 
Lack of readily 3. 
available training 
material 

4. Lack of trained 
instructors 

5. Senior staff 
resistance 

6. Resident 
resistance 

7. Administration 

_ (41) 

_ (42) 

. (43) 

. (44) 

(45) 

(46) 

resistance I (471 
8. Belief that cost 1 I I I 

If you have any documentation which reflects this 
we would appreciate a copy. 

31. Has the effectiveness of this discontinued 
program been evaluated? (Check one) (SO) 

1. I7 Yes, - an evaluation has been completed 
(GO TO QUESTION 32) 

2 l-7 Yes, - an evaluation is in progress 
(CO TO QUESTION 33) 

3. - rl No evaluation has been made or is in 
progress (GO TO QUESTION 34) 
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32. Her this evaluation been documented? (Check one) 36. If you have any additional c-nts you would 
(51) like to make, please do so here. (62) 

1. /7 Yea (PLWSE SEND US A COPY) 

2. / No 

33. Which of the folloving nwzeeuree have been used 
in the evaluation? (Check a11 thet molv) 

1. /1 

2. /1 

3. /1 

4. lI . 

5. /1 

6. m 

7. / 

8. rl 

. . - 
(52-59) 

Quality of care 

Physician productivity 

Length of rtey 

Frequency of laboratory servicer 

Coat par admiaaion 

Coat aa measured by other leanm 
(apecity) 

. 

gerident’s awareness or concern 
about medical care cost8 

Other (specify) 

34. If you would like to -kc any cowaente about 
evelueting your coat containment program, 
please do so here. (60) 

35. Would you like to receive a copy of our final 
report on this atudy? (Check one) (61) 

1. /7 Yea 
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GAO QUESTIONNAIRE ADDRESSING 

COST-CONTAINMENT TRAINING IN 

CONTINUING MEDICAL EDUCATION 

In March 1981 we sent questionnaires (see pp. 10,to 105) to 
course coordinators or instructors for a statistical sample of CME 
courses offered between September 1, 1979, and December 31, 1980. 
The purpose of the questionnaire was to determine how many CME 
courses include cost-containment training as a part of the instruc- 
tion. In addition, for those courses offering such training, we 
asked the course coordinators/instructors to provide information 
about the training. 

METHODOLOGY 

We determined our universe and sample sizes by using the 
September 7, 1979, and September 3, 1980, special issues of "The 
Journal of the American Medical Association," which listed CME 
courses for physicians. A/, 2/ The publications list courses 
submitted by about 1,500 AMA-accredited institutions and organiza- 
tions, but they are not an all-inclusive list of CME activity in 
the United States. Many courses are not received in time to make 
the list, and courses offered by non-AMA-accredited institutions 
and organizations do not appear. 

According to an AMA official, the course lists are not compre- 
hensive, but the listed courses are representative of the type of 
CME courses offered nationwide. Because of time limitations and 
the representativeness of the AMA lists, we did not attempt to 
identify every CME course available in the United States. For 
the purposes of this report, therefore, the universe was confined 
to the AMA lists. 

From the two lists, we identified an original universe of 
10,211 CME courses offered between September 1, 1979, and Decem- 
ber 31, 1980. (The two lists cover the period September 1, 1979, 
through August 31, 1981.) We randomly selected 200 of these 
courses for our sample. 

i/"Continuing Education Courses for Physicians," The Journal of 
the American Medical Association, Volume 242, Number 9, 
September 7, 1979, pp. 785-996. 

g/"Continuing Education Courses for Physicians," The Journal of 
the American Medical Association, Volume 244, Number 9, 
September 3, 1980, pp. 867-1066. 
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After two followups to nonrespondents, we received 161 usable 
responses --an 80.5-percent response rate. We adjusted our universe 
to reflect our estimate that, if we had sent the questionnaire to 
the entire universe of 10,211, we would have received 8,220 
responses. L/ 

We designed the statistical sample to yield sampling errors of 
no more than 2 7 percent at the 95-percent confidence level. 

SUMMARY OF RESPONSES 
TO SELECTED QUESTIONS 

The following are summaries of responses to selected questions 
from the questionnaire. 

Question 2: Did (does) this course provide cost-containment 
training or information to the enrollees? 

Answers: 

Yes 

No, but we are planning 
to do so in future 
versions of this course 

No, and we are not plan- 
ning to do so at this 
time 

Projected CME courses 
Sampling 

Number error 

2,195 558 

357 257 

2,706 593 

No, and I don't know if 
future versions of 
this course will in- 
clude cost-containment 
training 2,961 605 

&/The sampling error of this estimate at the 95-percent con- 
fidence level is 557. That is, we are 95-percent confident 
that the actual number of responses would range from 7,663 to 
8,777. 
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Question 3: Which of the following describes the overall 
structure of the cost-containment elements 
of the course? 

Answers : 

Projected CME courses 
Sampling 

Number error 

The course contained a structured, 
identifiable cost-containment element(s) 
where this element(s) was planned in 
advance. 

The course contained a cost-containment 
element(s) which was neither structured 
nor planned in advance. The subjec,t 
was addressed as the need arose (such 
as in response to a question from an 
enrollee). 

715 355 

1,481 485 

Question 5: Indicate the instructional method(s) that were used 
to conduct the cost-containment training. 

Projected CME courses 
Sampling 

Number error 

Lecture 
Discussion group 
Ward rounds 
Grand rounds 
Clinical-pathologic conference 
Management conference 
Live clinics 
Laboratory work 
Enrollee observation or performance 

of procedures 
Patient demonstration 
Patient chart audit 
Audiovisual presentations 
Special medical care evaluation/cost 

studies 
Case studies 
Self-study 
Other 

1,889 531 
1,379 471 

153 171 
511 304 
102 140 
408 274 

51 99 
102 140 

255 219 
255 219 
306 239 

1,021 416 

153 
715 

51 
102 

171 
355 

99 
140 
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Projected number of enrollees in CME courses. (Refers to 
question 8). 

Projected 
number of Sampling 
enrollees error 

Practicing physicians 
Residents 
Medical undergraduates 
Nurses 
Physician assistants 
Hospital administrators/other 

hospital administrative staff 
Other 

61,216 27,347 
19,095 9,250 
10,262 8,244 
12,815 9,277 I 

868 738 

3,012 3,214 
13,019 16,013 
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Question 9: How much emphasis is placed on each of the following cost-contai~nt 
topics during the course? 

ProjectedCpE courses 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

Historical data on increases in 
medical care cost 

Factors that have contributed to 
increasing costs 

RAe of third-party payers in 
contributing to medical care 
cost increases 

Federal programs designed to 
contain cost increases (PSRJ, 
medical care payment limits) 

Scheduling hospital admissions to 
ensure efficient and econanic 
use of hospital facilities 

Physicians' role in generating costs 

RJtential of physicians for con- 
trolling cost increases 

Role and resmsibility of 
physicians for cost containment 

Techniques for establishing 
reasonable physician fees 

Criteria for selecting the most 
appropriate locations for care 
(e.g., hospital, physician's 
office, outpatient clinic, 
extended care facility) 

lkchniques and cost-saving 
potential of preadmission 
hospital, testing 

Techniques for analyzing and 
assessing the need for and 
cost-effectiveness of hospital 
ancillary services 

No. vitwwmld 
have responded -- 

2,042 

moderate emphasis 
sanpling 

Parcent error ---- ~ 

Substantial to 
vregAr.-eat en@asis -- 

SBlrpliw 

87.500 10.277 

Percent error -___ -- 

12.500 10.277 

2,093 78.049 12.701 21.951 12.701 

1,991 94.872 6.944 5.128 6.944 

1,940 94.737 7.124 5.263 7.124 

2,042 67.500 14.555 32.500 14.555 

2,042 60.000 15.224 40.000 15.224 

2,042 57.500 15.362 42.500 15.362 

1,991 

1.940 

61.538 15.316 38.462 15.316 

89.474 9.791 10.526 9.791 

2,093 73.171 13.596 26.829 13.596 

1,940 78.947 13.007 

2,042 80.000 12.430 

Little or no to 

21.053 

20.000 

13.007 

12.430 
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13. 

14. 

15. 

16. 

17. 

18. 

19. 

Benefits/costs of drugs 

Mlationship of quality and costs 

Efficient use of paraprofessionals 
and other health rsorkers 

20. 

21. 

Length-of-stay planning 

Techniques for medical aldit and' 
utilization review 

22. Criteria for selecting the mst 
appropriate level of hospital 
care (e.g., intensive care, 
standardcare,emrgencyroan 
care) 

23. Preventive medicine as a way to 
contain health care costs 

24. Other (specify) 

Benefits/msts of diagnostic tests 

Familiarization with the costs of 
diagnostic tests 

FostAiaqmstic/treatnt aswss- 
msnt of patient care costs 

Appropriate use and costs for 
X-rays 

Projected CEE ccurses 
Little or nc to Sketantial to 

tbwhomuld 
-~sponded -- 

2,093 

=--sG 
Percent error .---- - 

63.415 14.780 36.585 

error 

14.780 

2,042 72.500 13.876 27.500 13.876 

2,093 90.244 9.105 9.756 9.105 

2,042 60.000 15.224 40.000 15.224 

1,991 64.103 15.102 35.897 15.102 

1,991 56.410 15.611 43.590 15.611 

1,991 69.231 14.530 30.769 14.530 

2,042 67.500 14.555 32.500 14.555 

1,991 66.667 14.841 33.333 14.841 

2,042 60.000 15.224 40.000 15.224 

2,093 63.415 14.780 36.585 

153 66.667 64.690 33.333 

14.780 

64.690 

. 
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Question 16: Listed below are a nunberof problems which could be encountered 
when considerig, impnenti~, and/or comductig a course 
invoivT%jjt contammant or cost-contaimnt elements. 
Please indicate to what extent each was a problem for this 
particular course. 

ProjectedCEE courses 
Little or no to Substantial to 
moderate extent very great emphasis 

No.whow~uld sanrpling saG=E 

1. 

2. 

3. 

PrOblemS -- 

Lack of financial resources 

have respnded Percent --- ---- 

2,706 75.472 

Lack of enrollee interest 2,655 76.923 

ermr --- 

11.579 

11.450 

Percent 

24.528 

23.077 

error --- 

11.579 

11.450 

Kack of readily available training 
material 2,706 73.585 11.865 26.415 

4. 

5. 

Lack of trained instructors 2,655 82.692 10.281 17.308 

11.865 

10.281 

ksistance fruz senior staff or 
sponsoring organization 2,604 96.078 5.327 3.922 5.327 

6. Wsistance fran administration of 
spcnsoring organization 2,604 96.078 5.327 3.922 5.327 

7. Belief that the course wxld have 
no effect 2,655 88.462 8.682 11.538 8.682 

8. Other 255 40.000 47.537 60.000 47.537 
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Question 10: Tb what extent were each of the follwiq reasons for starting 
this cost-antaimmt training? 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

urging of hospital &minis- 
tration(s) or staff 

urging of specialty society 

urging of medical school(s) 

Interest of other physicians 

Urgirq of EMera Goverrmmt 

Availability of Federal funds 

urging of Stategovernaent 

Availability of State awards 

urgiq of third-party payers 

Availability of other funds 
(specify) 

Potential or existing legis- 
lath or regulations 

Other 

Projected Cm courses 
Little or no to Substantial to 

No.whowu.ldhave 
respaded tothis 

question - 

1,940 78.947 13.007 

1,838 88.889 10.309 

1,685 93.939 8.186 

2,042 72.500 13.876 

1,940 73.684 14.049 

1,787 94.286 7.725 

1,787 91.429 9.317 

1,685 100.000 0.000 

1.940 92.105 8.603 

1,430 96.429 6.931 96.429 6.931 

1,583 

460 

moderate empha+s 
-NlW 

percent error --- - 

90.323 10.476 

55.556 34.095 

vegzat *sis - .- 
SanLiilig 

Percent ---- 

78.947 

88.889 

93.939 

72.500 

73.684 

94.286 

91.429 

100.000 

92.105 

- 
error --- 

13.007 

10.309 

8.186 

13.876 

14.049 

7.725 

9.317 

0.000 

8.603 

90.323 10.476 

55.556 34.095 
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U. S . GENERAL ACCOUNTINL 0)FF ICE 

SURVEY TO DETERNINE THE EXTENT OF 
COST CONTAINMENT EDUCATION IN 

CONTINUING MEDICAL EDUCATION COURSES 

APPENDIX III 

INTRODUCTION 

The purpose of this questionnaire is to determine 
what has been done to include cost containment education 
in continuing education courses. By cost containment 
education ve mean education/training in the techniques 
for providing quality medical care at the lowest 
possible cost. 

For our survey we have randomly selected courses 
from those listed in the 1979 and 1980 special 
editions of the Journal of the American Medical 
Association - Continuing Education Courses For 
Physicians which were begun during the period from 
September 1, 1979 thru December 31, 1980. 

The course indicated in the label above has 
been selected as one of these courses. The person 
indicated has been identified as either the 
instructor ot a continuing education coordinator for 
the sponsoring institution. The dates during which 
the course was offered are also listed. When ansvering 
the questions consider the content of the course as 
given or planned for those dates. If the course is 
continuing over a long period of time (e.g., a 
seminar series) some of the sessions may not have been 
held. In this case there is a need to consider the 
content of the sessions to be held as well as those 
already he Id. 

1. Please provide the name, ‘title’ and telephone 
number of the person we should contact if further 
information is required. 

(NAME) 

(AREA CODE) (TELEPHONE NUMBER 1 

ID (l-3) 

Card (4) 

EXTENT AND DESIGN OF COURSES 

We are interested in learning the extent to 
which the course mentioned in the label is concerned 
with teaching cost containment. Courses may be 
designed solely for the purpose of teaching cost 
containment principles, techniques or approaches, 
may be devoted only in part to cost containment 
training (e.g., a single session devoted to cost 
containment in a course, conference, seminar, etc. 1 
or may not contain any elements or any mention of 
cost containment. The content of the course may be 
planned (e.g., following a syllabus) or not planned 
(e.g., discussions during ward rounds or conferences). 

These courses can be conducted using a variety 
of instructional methods including: 

Lecture 
Discussion group 
Ward rounds 
Grand rounds 
Clinical - pathologic conference 
Management conference 
Live clinics 
Laboratory work 
Enrollee observation or performance of procedures 
Patient demonstration 
Patient chart audit 
Audiovisual presentations 
Special medical care evaluation/cost studies 
Case studies 
Self study 

2. Did (does) this course provide cost containment 
training or information to the enrollees? 
(Check one) (5) 

1. i-7 Yes (GO TO QUESTION 3) 

2. fl No. but we are planning to do so in 
future versions of this course 
(GO TO QUESTION 16) 

- _- 
3. /--I No. and we are not planning to do so 

at this time (CO TO QIIESTIQN 161 

--. 
4 . f-1 No, and I don’t know if future versions 

of this course will include cost 
containment training (CO TO QUESTION 16) 
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3. Which of the following demcribea the overall 
structure of the cost containmt elements of the 
comae? (Check one) (6) 

1. /! The courae contained a rtructured, - 
identifiable cost containment element(s) 
where tbir elcmt!a) was planned in 
advence . 

2. /7 The ccurae contained a cost containlent 
elernt(a) which VII neither structured 
nor planned in advance. Yhe subject 
was addressed aa the need arose 
(ouch aa in response to a question 

from an enrollee). 

4. What were the cost containment objectives of this 
courae or element of the course? (7) 

5. Indicate the instructional method(s) that were 
ueed to conduct the coat containmt training. 
(Check as many aa apply.) (8-23) 

1. /7 

2. /7 

3. /7 

4. /7 

5. /7 

6. /7 

7. /7 

8. 17 - 

9. /7 

10. /1 

11. /7 

12. /7 

13. /7 

14. /7 

15. /7 

16. /7 

lee ture 

Discussion group 

Ward rounds 

Grand rounds 

Clinical - pathologic conference 

Hanageaent conference 

Live clinics 

Laboratory work 

Enrollee observation or performance 
of procedures 

Patient demonstration 

Patient chart audit 

Audiovisual preaentatione 

Special medical care evaluation/coat 
rtudiea 

Case studier 

Self study 

Other (specify) 

6. 

7. 

8. 

Can you ertiute the number of contact hours of 
cost containmnt training that each enrollee 
received during this course? (Check all that 
SPPlY. ) (24-27) 

1. /7 Yes (Please indicate) 

hours 

2. / go, the training was too well integreted 
with other activities 

3. / Ro, contact time is dependent upon 
available time during the course 

4. /7 no - (specify) 

Did this ccuree have a syllabus or outline which 
va(l followed? (Check one) (28) 

1. /7 Yea (Please send us a copy with 
your return) 

2. /7 no 

Listed below are different typea of medical 
personnel. Ertiute hoe uny of each type ettended 
the course as enrollees during the time mentioned 
in the label on page 1. 

(For those coursem held over several aeamions over 
a long period of time (e.g.. seminar setier) 
indicate the average attendance in each category.) 

I Number of I 

5. Physician 
arsistantr 

6. Hoepita 
administrators/ 
other hospital 
adminirtrative 
staff 

7. Other (specify) 

. (41-44) 

(4548 1 

(49-52) 

I I(53-56) 
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,9. Hov much emphasis is placed on each of the following cost containment topics during the course? 
(Check one box for each area.) 

22. Criteria for selecting the most appropriate level of hospital 
care (e.g., intensive care, standard care, emergency room 
care, etc.) 

23. Preventive medicine as a way to contain 
health care costs 

-I 

i 

24. Other (specify) 

(57) 

(58) 

( 59) 

( 60) 

( 61) 

( 62) 

( 63) 

(64) 

(65) 

(66) 

(67) 

(68) 

(69) 

(70) 

(71) 

(72) 

(73) 

(74) 

(75) 

(76) 

(77) 

(78) 

(79) 

(80) 
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10. To vhat extent were each of the following. reasons for starting this cost containment training? 
(Check one for each item.) 

(1)IJrging of hospital administration(s) or staff 

72) Urging of specialty society 

19) Urging of third party payers 

(10) Availability of other funds (specify) 

7111 Potential or existing legislation or regulations 

7121 Other (specify) 

( 

-( 

-( 

-( 

-( 

-( 

( 

-( 

-( 

-( 

-( 

-t: 

*2 
5) 

61 

7) 

8) 

9) 

10) 

11) 

12) 

13) 

141 

15) 

I61 

11. In what year vas thia course first taught with 14. Which of the following maclures have been used 
coat containment included? (17-18) or are going to be used in the evaluation? 

(Check all that apply.) (21-28) 
Year 19 

1. 
12. Raa the effectiveness of the coat containrnt 

/ Quality of care 

elelentr of the course been evaluated? (19) 2. 
(Check one) 

/ Physician productivity 

1. /7 Yea, 
3. 

an evaluation has been completed 
/ Length of stay 

(CO TO QWSTIQN 131 4. / Frequency of laboratory services 

2. 17 Yerr, an evaluation ia in progreaa 
- too To QUE8TIclN 141 

5. / Coat per admission 

6. 
3. / No, but an evaluation is planned 

/ Cost as measured by other means 

(00 TO QIJlISTION 14) 
(specify) 

4. /1 No, an evaluation has not been mde, 
is not in progress and is not Planned 
(GO TO QUESTION 15) 

7. 
13. llaa this evaluation been documented? (Check 

/ Physician’s awareness or concern about 
medical care costs 

me) (20) 
8. 

1. /7 Yes (PLEASE SEND US A COPY) 
a Other (specify) 

2. // No 
IF YOU ANSWERED QUESTIONS 13 AND/OR 14. CO TO 
QUESTION 16. 

- - 
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15. why have you decided not to evaluate the cost 
containment element(s) of the course? (Check 
all that apply.1 (29-351 

1. u Lack of time 

2. 17 Lack of interest - 

3. fl Lack of funds 

4. // Lack of qualified evaluators - 

5. / Cost containment is too small a part 
of the course 

6. /7 Too difficult to obtain outcome - 
measures 

7. ! Other (specify) 

17. Would you like to receive a copy of our final 
report on this study? (Check one) (45) 

1. /7 Yes 

‘2. // No 

18. If you have any additional cossnents you would 
like to make, such as giving details of any 
future plans, please do so here. (461 

16. Listed below are a number of problems which 
could be encountered when considering, 
implementing and/or conductin a course involving 
coat containment or cost containment elements. 
Please indicate to vhat extent each was a 

problem for this particular course. 

I 
If you never considered cost containment 
vith respect to this course, check here /7 (36) 
and Go TO QUESTION 17. 

- 

(Check one box for 
each problem.) 

Problems 
1. Lack of financial 

IF YOU RAVE ANY UOCUMIINTATION WHICH REFLECTS ANY 
OF THESE PROBLEMS ye UOULD APPRECIATE A COPY. 
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(37) 

(38) 

(43) 

(44) Please return in accompanying envelope to: 

Cost Containment Study 
U.S. General Accounting Office 
5705 Thurston Avenue 
Virginia Beach, VA 23455 
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MEDICAL SCHOOLS 

APPENDIX I4 

VIS,ITED DURING FIELDWORK 

University of California, Davis, School of Medicine, Davis, 
California . 

University of California, Los Angeles, School of Medicine, 
Los Angeles, California 

University of Southern California School of Medicine, Los Angeles, 
California 

Stanford University School of Medicine, Stanford, California 

Un.iversity of California, San Francisco, School of Medicine, 
San Francisco, California 

George Washington University School of Medicine and Health 
Sciences, District of Columbia 

University of Missouri, Kansas City, School of Medicine, 
Kansas City, Missouri 

State University of New York at Buffalo School of Medicine, 
Buffalo, New York 

Columbia University College of Physicians and Surgeons, New York, 
New York 

Cornell University Medical College, New York, New York 

Albert Einstein College of Medicine of Yeshiva University, 
New York, New York 

University of Rochester School of Medicine and Dentistry, 
Rochester, New York 

Medical College of Ohio at Toledo, Toledo, Ohio 

Jefferson Medical College of Thomas Jefferson University, 
Philadelphia, Pennsylvania 

University of Pennsylvania School of Medicine, Philadelphia, 
Pennsylvania 

University of Texas Southwestern Medical School at Dallas, 
Dallas, Texas 

University of Texas Medical School at San Antonio, San Antonio, 
Texas 

Eastern Virginia Medical School of the Eastern Virginia Medical 
Authority, Norfolk, Virginia 
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RESIDENCY PROGRAMS 

VISITED DURING FIELDWORK 

University of California, Los Angeles Hospital and Clinics, 
Los Angeles, California 

Huntington Memorial Hospital, Pasadena, California 

University of California, San Francisco Hospital, San Francisco, 
California 

Stanford University Medical Center, Stanford, California 

Jackson Memorial Hospital, Miami, Florida 

Strong Memorial Hospital, Rochester, New York 

Hospital of the University of Pennsylvania, Philadelphia, 
Pennsylvania 

Given Health Care Center of the University of Vermont College of 
Medicine, Burlington, Vermont 
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MEDICAL SCHOOLS IN THE UNITED STATES 

Alabama 

University of Alabama School of Medicine, Birmingham 
University of South Alabama College of Medicine, Mobile 

Arizona 

University of Arizona College of Medicine, Tucson 

Arkansas 

University of Arkansas College of Medicine, Little Rock 

California 

University of California, San Francisco School of Medicine, 
San Francisco 

University of Southern California School of Medicine, Los Angeles 
Stanford University School of Medicine, Stanford * 
Loma Linda University School of Medicine, Loma Linda 
University of California, Los Angeles School of Medicine, 

Los Angeles 
University of California, San Diego School of Medicine, La Jolla 
University of California, Davis, School of Medicine, Davis 
University of California, Irvine California College of Medicine, 

Irvine 

Colorado - 

University of Colorado School of Medicine, Denver 

Connecticut 

Yale University School of Medicine, New Haven 
University of Connecticut School of Medicine, Farmington 

District of Columbia 

George Washington University School of Medicine 
Georgetown University School of Medicine 
Howard University College of Medicine 

Florida 

University of Miami School of Medicine, Miami 
University of Florida College of Medicine, Gainesville 
University of South Florida College of Medicine, Tampa 
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Georgia 

Medical College of Georgia, School of Medicine, Augusta 
Emory University School of Medicine, Atlanta 
School of Medicine at Morehouse College, Atlanta 

Hawaii 

University of Hawaii John A. Burns School of Medicine, Honolulu 

Illinois 

Rush Medical College of Rush University, Chicago 
University of Chicago Pritzker School of Medicine, Chicago 
Northwestern University Medical School, Chicago 
University of Illinois College of Medicine, Chicago 
University of Health Sciences/The Chicago Medical School, Chicago 
Loyola University of Chicago Stritch School of Medicine, Maywood 
Southern Illinois University School of Medicine, Springfield 

Indiana 

Indiana University School of Medicine, Indianapolis 

Iowa 

University of Iowa College of Medicine, Iowa City 

Kansas 

University of Kansas School of Medicine, Kansas City 

Kentucky 

University of Louisville School of Medicine, Louisville 
University of Kentucky College of Medicine, Lexington 

Louisiana 

Tulane University School of Medicine, New Orleans 
Louisiana State University School of Medicine in New Orleans, 

New Orleans 
Louisiana State University School of Medicine in Shreveport, 

Shreveport 

Marvland 

University of Maryland School of Medicine, Baltimore 
The Johns Hopkins University School of Medicine, Baltimore 
Uniformed Services University of the Health Sciences School of 

Medicine, Bethesda . 
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Massachusetts - 

APPENDS% VT; 

Harvard Medical School, Boston 
Boston University School of Medicine, Boston 
Tufts University School of Medicine, Boston 
University of Massachusetts Medical School, Worcester 

Michigan 

University of Michigan Medical School, Ann Arbor 
Wayne State University School of Medicine, Detroit 
Michigan State University College of Human Medicine, East Lansing 

Minnesota 

University of Minnesota Medical School, Minneapolis 
University of Minnesota, Duluth School of Medicine, Duluth 
Mayo Medical School, Rochester 

Mississippi 

University of Mississippi School of Medicine, Jackson 

Missouri 

Washington University School of Medicine, St. Louis 
University of Missouri, Columbia School of Medicine, Columbia 
Saint Louis University School of Medicine, St. Louis 
University of Missouri, Kansas City School of Medicine, Kansas City 

Nebraska 

University of Nebraska College of Medicine, Omaha 
Creighton University School of Medicine, Omaha 

Nevada 

University of Nevada School of Medical Sciences, Reno 

New Hampshire 

Dartmouth Medical School, Hanover 

New Jersey 

CMDNJ-New Jersey Medical School, Newark 
CMDNJ-Rutgers Medical School, Piscataway 

New Mexico 

University of New Mexico School of Medicine, Albuquerque 
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New York 

APPENDIX VI 

Columbia University College of Physicians & Surgeons, New York 
Albany Medical College of Union University, Albany 
State University of New York at Buffalo School of Medicine, Buffalo 
State University of New York Downstate Medical Center, Brooklyn 
New York Medical College, Valhalla 
State University of New York Upstate Medical Center, Syracuse 
New York University School of Medicine, New York 
Cornell University Medical College, New York 
University of Rochester of Medicine & Dentistry, Rochester 
Albert Einstein College of Medicine of Yeshiva University, New York 
Mt. Sinai School of Medicine of City University of New York, 

New York 
State University of New York, Health Services Center Stony Brook 

School of Medicine, Stony Brook 

North Carolina 

University of North Carolina School of Medicine, Chapel Hill 
Bowman Gray School of Medicine of Wake Forest University, 

Winston-Salem 
Duke University School of Medicine, Durham 
East Carolina University School of Medicine, Greenville 

North Dakota 

University Of North Dakota School of Medicine, Grand Forks 

Ohio 

Case Western Reserve University School of Medicine, Cleveland 
Ohio State University College of Medicine, Columbus 
University of Cincinnati College of Medicine, Cincinnati 
Medical College of Ohio at Toledo, Toledo 
Northeastern Ohio Universities College of Medicine, ROOtstOWn 
Wright State University School of Medicine, Dayton 

Oklahoma 

University of Oklahoma College of Medicine, Oklahoma City 
Oral Roberts University School of Medicine, Tulsa 

Oregon 

University of Oregon School of Medicine, Portland 
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Pennsylvania 

University of Pennsylvania School of Medicine, Philadelphia 
Jefferson Medical College of Thomas Jefferson University, 

Philadelphia 
Medical College of Pennsylvania, Philadelphia 
Hahnemann Medical College and, Hospital, Philadelphia 
University of Pittsburgh School of Medicine, Pittsburgh 
Temple University School of Medicine, Philadelphia 
Pennsylvania State University College of Medicine, Hershey 

Puerto Rico 

University of Puerto Rico School of Medicine, San Juan 
Catholic University of Puerto Rico School of Medicine, Ponce 
Universidad de1 Caribe Escuela de Medicina, Cayey 

Rhode Island 

Brown University Program in Medicine, Providence 

South Carolina 

Medical University of South Carolina College of Medicine, 
Charleston 

University of South Carolina School of Medicine, Columbia 

South Dakota 

University of South Dakota School of Medicine, Vermillion 

Tennessee 

Vanderbilt University School of Medicine, Nashville 
University of Tennessee College of Medicine, Memphis 
Meharry Medical College School of Medicine, Nashville 
East Tennessee State University College of Medicine, Johnson City 

Texas 

University of Texas Medical School at Galveston, Galveston 
Baylor College of Medicine, ,Houston 
University of Texas Southwestern Medical School at Dallas, Dallas 
University of Texas Medical School at San Antonio, San Antonio 
University of Texas Medical School at Houston, Houston 
Texas Tech University School of Medicine, Lubbock 
Texas A &I M University College of Medicine, College Station 

Utah 

University of Utah College of Medicine, Salt Lake City 
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Vermont 

University of Vermont College of Medicine, Burlington 

Virginia 

University of Virginia School of Medicine, Charlottesville. 
Medical College of Virginia of Virginia Commonwealth University, 

Richmond 
Eastern Virginia Medical School, Norfolk 

Washington 

University of Washington School of Medicine, Seattle 

West Virginia 

West Virginia University School of Medicine, Morgantown 
Marshall University School of Medicine, Huntington 

Wisconsin 

University of Wisconsin Medical School, Madison 
Medical College of Wisconsin, Milwaukee 
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